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TRANSACTIONS 

OP THE 

SECTION ON GYNECOLOGY 

OF THE 

COLLEGE OF PHYSICIANS OF PHILADELPHIA. 



Meeting of January 18, 1906. 
The President, Dr. W. Reynolds Wilson, in the Chair. 
Dr. Robert T. Morris read a paper on 

A GENERAL SURGEON'S VIEWS ON SOME PELVIC CONDITIONS IN 

WOMEN. 

This paper, so-called, will consist rather of somewhat rambling 
remarks on three or four subjects which came to my mind at the 
moment when Dr. Wilson's letter was received. Two papers 
which I had just read, by Drs. MacNutt and Thomson, upon "Non- 
Operative Gynecology" and "The Causes for the Functional Neu- 
roses/' brought to mind a good many points which appeal to the 
general surgeon and which did not interest me so much in the 
<Iays when my interest was fixed more on gynecological subjects. 
Some twenty years ago, when we were all engaged in the new 
gynecology and all interested in new operative procedures, we 
had a quick road to recovery for many of our patients who had in 
former years gone the rounds of the gynecologists' offices and 
who had become chronic patients. Some of our results were bril- 
liant, and some, under the most approved methods of antiseptic 
and aseptic treatment, with all of the resources which we could 
-employ, were bitter disappointments. We did not then realize why 
we were destined to be so sadly disappointed in many cases in 
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which brilliant results had been anticipated. Our new gynecology 
had abrupt limitations, and it is only of late years that we have 
learned why some of these limitations were so abrupt. My work 
later became that of the general surgeon, owing to various hospital 
and other positions, and it became clear to me that in the work 
of analysis and elimination in making diagnoses one can easily 
be too special in focusing the attention upon the pelvis. In a cer- 
tain group of cases of young women who come for gynecological 
treatment, many cases are not suitable for operative treatment at 
all. Among these are many young women with flexion, malpo- 
sitions, with certain ovarian neuralgias. Instead of looking at the 
uterus first, I try to locate the difficulty at a distant point and think 
of the uterus after the patient has been under treatment for a week 
or a month in the hands of such specialists as I wish to employ. In 
some cities surgeons tell me that they do not have a free hand to 
employ different specialists in arriving at a diagnosis. In my work 
in New York I find it practicable, and the patients who will allow 
it make the most satisfactory clientele. In a young woman pre- 
senting herself with a flexion, I am apt to assume that it is not a 
diagnostic entity, but a symptom, as a' cough or sneeze would be. 
We must ascertain, then, whether a flexion of the uterus stands 
in the same relation to the condition as a cough or sneeze, and to 
do this we must, first, examine the peripheral irritators. I think 
that which perhaps stands first among the young women in the 
group of peripheral irritators is eyestrain. In this examination 
you should note whether one eyebrow is elevated above the other, 
whether the eyebrows are flattened or highly arched. Note also 
wrinkles or corrugations of the skin of the forehead. Notice the 
external evidence of eyestrain, and say to the patient that you 
would like that possible factor eliminated. This may subject a 
man to some criticism. It is, however, rational, and many patients 
to-day will allow it who would not ten years ago. In eliminating 
this possible factor of eyestrain, it is extremely important to have 
the proper man make the examination. Two weeks ago, 
owing to certain influences, I sent a young woman with a flexion 
to a renowned ophthalmologist in New York whom I knew of as 
a famous man, but not in this particular field of eyestrain. He sent 
back a report that her sight was perfect. I wrote him that I cared 
nothing about the sight, but desired to know whether she had any 
muscular insufficiency which was serving as a peripheral irritator, 
and asked him to make a special appointment and give the patient 
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such time and service as he was able. He did so, and found a great 
deal requiring attention, an dis at work upon her yet, although his 
first report was supposed to be final. The patient is getting better, 
and I doubt whether we shall have to go beyond the eyestrain to 
account for the "cough" in her pelvis. 

Normal involution of the appendix is another producer of pel- 
vic symptoms. In regard to involution change which the appendix 
undergoes, it is to be noted that the mucosa is replaced by connec- 
tive tissue, and that the contracting connective tissue pinches the 
terminal filaments of sensory nerves. I made a series of micro- 
scopical sections and examinations, and found that the nerve tissue 
retained its integrity longer than any other one structure in this 
involution appendix, and that the nerve filaments were surrounded 
with such groups of young cells as would indicate an irritative 
process going on. Carrying this observation into the field of clin- 
ical work, I found that many people who suffered from rather 
indefinite pelvic pains, ovarian neuralgia, and dysmenorrhea, had 
a tender involution appendix. This matter was worked out in its 
logical bearings by the removal of the appendix and in proper 
cases there was a cure of pelvic symptoms. 

I would not be misunderstood to say that eyestrain and normal 
involution of the appendix form a predominant proportion of cases 
in which we have pelvic symptoms without other evident cause; 
but they form a sufficiently large percentage to make their elim- 
ination necessary. 

In another group of cases symptoms are due to intoxication 
from metabolic faults proceeding from disturbance of the liver, 
commonly from the results of a chronic cholecystitis. This has 
been much overlooked. Most of us have had at various times 
cholecystitis from the colon bacillus being taken up from the bowel 
and through the afferent vessels of the portal system carried to 
the liver, and on the way out giving rise to various catarrhs which 
have passed under different diagnoses aimed at the liver. In 
many of these cases the throwing out of lymph about the gall- 
bladder and bile ducts results in adhesions which cause great func- 
tional derangement of the digestive apparatus, and with this, 
neuralgias which commonly make different demonstrations in the 
pelves of women who are not resistant. 

A group of cases with gynecological symptoms is the one formed 
by enteroptosis,or loose kidney cases. The latter will form apart 
of our gynecological clientele in which the most painful demon- 
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stration is made in the pelvis, and these cases must be eliminated. 
In making a diagnosis of the possible symptoms of any one of 
these groups of peripheral irritators, we must have a clue for mak- 
ing our elimination. On either side of the navel we find the lum- 
bar plexus, and upon making pressure with a finger upon a lumbar 
plexus we find it more tender than surrounding tissue. If we have 
irritation proceeding from eyestrain, neither one of the lumbar 
plexuses will be hypersensitive. If we have pelvic symptoms aris- 
ing from an involution of the appendix, the right lumbar plexus 
will be extremely tender on pressure, always and all the time; on 
the right side only and not on the left. If the irritation proceeds 
from the pelvis, it makes no difference whether it proceeds from 
the right side or from the left, both lumbar plexuses will be tender 
always and all the time; both, not one. This is a point that can be 
brought out readily in the office, and so distinctly and clearly that 
it indicates the way we are to go in making our elimination. So 
that, as a general surgeon looking for a cause for a flexion, I would 
eliminate eyestrain, eliminate normal ivolution of the appen- 
dix, eliminate infection of the uterus or adnexa, or gall-bladder. 
In the gall-bladder cases with adhesions, we usually find that 
neither of the lumbar plexuses is sensitive. Rule out the lumbar 
plexuses for eyestrain and gall-bladder affection ; rule in both for 
any special irritation arising from the uterus or the adnexa ; rule 
in the right lumbar plexus tenderness in normal appendix invo- 
lution cases. 

When engaged in early gynecological work I felt that leucor- 
rheas were diagnostic entities and were to be treated as such. I 
felt that I must put the uterus into position ; that I must treat the 
endometrium often by local measures, when to-day I would not try 
it at all. We will sometimes find that a very persistent leucorrhea 
is due to the colon bacillus making its way into the vagina and 
using as a culture medium the secretion from the endometrium 
in a young woman whose general strength is being sapped by 
some peripheral irritator, or by the character of her work. 

The next subject which I wish to bring up for discussion is the 
advantage of certain conservative work upon the adnexa. It seems 
to me that, as a gynecologist, I removed too many organs and was 
too much inclined to sacrifice the uterus, and I now believe that 
conservative work may be done, based upon principles which I be- 
lieve to be important. One of these is ovarian grafting, if we can 
graft from the patient herself. Grafting from one patient to an- 
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other is not successful, because the tissues of one individual are in- 
tolerant to the tissues of another, and undergo absorption. We can 
frequently do conservative work by saving part of an ovary from 
the patient whose injured adnexa we have removed and grafting 
this beneath the peritoneum of the same patient. This patient is 
tolerant of her own tissue. Cases in which the menopause would 
be precipitated with injurious results can thus be postponed. This 
is one of the features in gynecological work which I believe to be 
very important and which has not yet received as much attention 
as it should at the hands of gynecologists. 

Another point in conservative work along general surgical lines 
is the prevention of recurrence of adhesions. Very much can be 
done by the use of the aristol film, which makes a tenacious lymph 
coagulum, presenting a mechanical obstacle to readhesion. This 
will clear up a good many cases in which adhesion is certain to 
occur under other methods of treatment. The use of an animal 
membrane for preventing adhesions was first suggested by Dr. 
Fritz Baum of St. Louis, but he did not carry it into practical work 
in this field. Dr. Cargile of Bentonville, Arkansas, had the perito- 
neum of the ox sterilized for the purpose, and with Cargile's mem- 
brane properly used we can now prevent secondary adhesion 
formations in many of the cases in which parts of the adnexa 
would commonly be sacrificed. 

It seems to me that these two resources could be employed much 
more frequently than they are. 

Dr. John G.Clark. — Dr. Morris's statement as to the ease with 
which pelvic diseases may be differentiated from an appendical in- 
volvement by simple pressure upon one or the other side of the 
umbilicus cannot but strike one very forcibly, and we wonder how 
this law has been overlooked so long. I am apprehensive, how- 
ever, that if this novel rule were generally followed, the majority 
of hypersensitive, neurotic women would sooner or later come to 
operation for trouble in one or the other locality, for I have seen 
very few patients of this class who, if you made sufficient pressure 
about the umbilicus, would not complain of pain. Even if this 
sign may have some weight in the diagnosis, I should still very 
much prefer to follow the classical symptoms which we have all 
learned to observe, associated with a thorough bimanual examina- 
tion. If these are absent or fail to lead us to a differential diagno- 
sis, I would hardly consider that it was justifiable to advise opera- 
tion upon Dr. Morris's sign. 

Dr. Morris has spoken of associating with himself a number of 
specialists, and said that by their aid all questionable symptoms 
are eliminated before he concentrates his attention upon the 
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pelvic symptoms. While I am in entire accord with him in en- 
deavoring to eliminate first any other condition, either general or 
remotely local, in my opinion we should try our skill first in reach- 
ing a diagnosis before referring our patient to this coterie of 
extramural specialists. 

Again, I am not in accord with Dr. Morris's theory that eye- 
strain is such a potent factor in producing pelvic symptoms. Were 
this the case our opthalmological colleagues should long ago have 
presented large series of cases of dysmenorrhea and other pelvic 
symptoms radically relieved by the mere correction of visual 
errors. How is it anatomically or physically conceivable that eye- 
strain can have any bearing whatever upon the production of a 
mechanical flexion of the uterus ? 

While looking with skepticism upon the foregoing points, I en- 
tirely concur with the speaker in believing that the least possible 
attention should be given the pelvic organs of young women suf- 
fering with functional disturbances. Certainly the symptoms in 
these cases are not, as a rule, improved by local treatment, and if 
this course is pursued these patients are likely to have superim- 
posed a persistent and intense neuropathic introspection, which is 
far worse than the original ailment. The more I have observed 
patients in general, the more, however, I am convinced that the 
much talked of reflex symptoms, of which we heard so much a 
few years ago, are largely hypothetical; indeed when a set of 
symptoms constantly persists in one area, the organ or organs in 
that topographical locality should carefully be searched for the 
seat of the trouble. If it is not found here it is very doubtful 
whether it will be located in some more remote organ. 

While Dr. Morris maintains an ultra-conservatism relative to 
the pelvic organs, it seems to me that he goes to quite the opposite 
extreme in his consideration of the vermiform appendix, in at- 
tributing so many abdominal symptoms to the involution of this 
organ. As a query concerning the transplantation of the ovary 
in order to obviate the disagreeable climacteric disturbances, I 
would ask why transplant a piece of an ovary when you can leave 
that same piece in situ with its normal blood supply? At the 
point of transplantation new bloodvessels and lymph supply must 
be furnished this piece of adventitious tissue, and I believe that 
much more frequently it will undergo absorption rather than that 
a true, well vitalized implantation will occur. For several years 
it has been the endeavor of many conservative gynecologists to 
leave a whole or even a portion of an ovary after many radical 
operations. Also it has become the experience of many that this 
policy does not hold out the possibilities of relief that we hoped it 
would. This is especially true of the ovaries when they are involved 
in a general inflammatory attack. No one has been a more ardent 
advocate of this conservative policy than have I, but I very much 
regret to say that in many of these cases we have been sadly dis- 
appointed, for the symptoms of which the patient complained be- 
fore her operation many times continue as the result of leaving 



SECTION ON GYNECOLOGY. 7 

behind this tissue. The question, therefore, naturally arises 
whether the mere transplantation of a portion of this same ovary 
into some other part of the body, where vascularization is much 
less perfect, would give better results. It can only be settled by 
the careful observation of these patients subsequent to the opera- 
tion, and the comparison of their symptoms with those of patients 
upon whom the radical operation has been performed. My own 
experience relative to the transplantation of the ovary from one 
individual to another is limited to one case. The operation was 
performed upon a young woman of about 25 years of age, who 
had been the subject of a double ovariotomy seven or eight years 
before. She had always been of a neurotic type, and the indica- 
tions for the operation had been excessive dysmenorrhea. When 
she came under my observation her nervous symptpms were the 
dominating ones. Although the transplantation was successful, 
so far as the mere healing of her wounds were concerned, her 
mental condition was not in the slightest improved nor were the 
dormant functions of the uterus stimulated into menstrual ac- 
tivity. 

Dr. E. E. Montgomery. — Dr. Morris strikes a chord which 
vibrates in the experience of every person who has practised 
gynecology for a length of time, and especially those who have 
gone into the practice of this specialty when there was a greater 
tendency to the operative craze than there is to-day. Those of us 
who began earlier in this specialty remember cases sent to us by 
physicians saying that the patient was suffering from ovarian 
disease, and the patient would come prepared to have the ovaries 
removed. Examination generally disclosed that the condition 
was entirely independent of local disorder and due to a neurotic 
condition. 

It is exceedingly gratifying that we can have such a chart as 
that prepared by Dr. Morris showing two points, one on either 
side of the umbilicus which will definitely determine the parts oi 
the anatomical structure at fault. Personally, I would rather be 
guided by the physical condition of the ovaries, tubes or uterus 
as revealed by bimanual palpation than to depend upon a tender 
spot found on either side of the umbilicus. I agree with the doc- 
tor that there are many cases treated for flexion and dysmenor- 
rhea when the uterus is not at fault. I know of no organ in the 
body which is held up for a greater number of sins than is the 
uterus, or which is held up more frequently for that for which it 
is not at fault. Many cases suffering from dysmenorrhea are 
subjected to dilatation of the uterus, currettement, splitting of the 
cervix, and yet the patient will suffer as much as before. In 
many cases it will be found that the patient has a patulous uterine 
canal, that she suffers from a disordered state of the muscular 
structure of the uterus, which is manifested as soon as the organ 
becomes congested at the menstrual period. When we consider 
the increased vascular tension, with the aches and pains that we 
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know are generally associated therewith, we can understand that if 
a patient has any nervous disturbance it is more likely to be mani- 
fested during menstruation. We see such patients suffering 
from migraine, epilepsy, and other neurotic manifestations. 

I fully agree with Dr. Morris relative to the influence of auto- 
intoxication. I do not question that there are many cases of dys- 
menorrhea due to the formation and absorption of toxins from 
the intestinal tract which become localized in the uterus just as 
in other parts of the body. These cases will frequently be more 
benefited by ignoring the fact of the uterine condition and direct 
ing attention to the correction of the general condition. I fully 
agree with Dr. Morris that the influence of eyestrain upon the 
nervous system will produce manifestations pointing to fault in 
the uterus. 

Dr. Clark referred to the fact that if eyestrain were a factor 
we would find many cases reported by the eye men as cured. 
This claim has been made by men who treat the eye. A few years 
ago dysmenorrhea was attributed to "painful spots" in the nose, 
and it was said that many cases were relieved after treatment 
directed to this region. It was claimed that the dysmenorrhea was 
not due to a pelvic condition, but that in the correction of the 
condition of the nose the patient received more air and was bet- 
ter able to carry on the process of nutrition. The condition was 
considered to be a local expression of a general condition. We 
shall hope that the chart which Dr. Morris has laid down for us 
will prove to be more effective and more certain than the spots 
referred to. If by pressing upon these two points we can localize 
disease we will have made great progress in the diagnosis of many 
obscure conditions. 

Dr. Thomas R. Neilson. — The peripheral sources of irritation 
are no doubt often overlooked. It is a very happy feature of 
Dr. Morris's address that he has emphasized this extremely im- 
portant point. Eyestrain and various other manifestations, it must 
be remembered, are not confined to the well-to-do classes; but, 
those whose vitality is impaired by hard work or insufficient 
nutrition may suffer just as much from a peripheral irritation or 
from neurasthenia as their more fortunate sisters. 

In reference to the influence of the normal involution of the 
appendix, I say little from my own experience. Apart from 
acute conditions, my experience has been confined to chronic 
disease of the appendix. Often there is associated with disease 
of the uterine appendages disease of the appendix, and often the 
question in my mind is which is the more at fault. Sometimes 
removal of a markedly diseased appendix has ended all symptoms. 

The subject of enteroptosis, and especially of loose kidne} 
affords a very fertile field for discussion. The exact importance 4 
however, to be attached to this is still largely in the balance. 
That a greater or less number of women have movable kidney is 
not disputed, but that all of these should be subjected to operation 
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is questionable. The symptoms may be purely pelvic, and the 
discovery of the movable kidney an accident. Whether or not 
fixation of that kidney is always successful is a question. If the 
loose kidney is the chief fault, it should, of course, be remedied. 

The prevention of adhesions is a very important factor in 
gynecological surgery. With the aristol film I have had no ex- 
perience. 

In the matter of the transplantation of the ovaries, I have also 
had no experience. Like other speakers, it has been my invariable 
practice to save the ovary whenever possible. When the ovaries 
are removed, but a portion unavoidably left, general neurasthenic 
symptoms may not develop. I recall two cases of hysterectomy, 
one in which one ovary was left, and in this no symptoms de- 
veloped. In the other case, in which neither ovary could be left 
behind, the patient was in a few months a complete neurasthenic. 
Such cases as these alone have impressed me with the desirability 
of saving ovarian tissue whenever possible. 

Dr. Charles P. Noble. — I was much interested in Dr. Morris's 
paper, particularly with reference to the differentiation of pelvic 
lesions from lesions in the appendix and in the upper abdomen 
by the tenderness of the abdominal plexuses. The subject is a 
novel one to me. I am glad to hear of it and shall look into it. 
Like Dr. Montgomery I feel that if this proves true in practice it 
will enlarge our diagnostic ability. 

In regard to the relation of eyestrain to pelvic symptoms, I am 
in accord with the spirit which I believe underlies Dr. Morris's 
remarks, namely: That many patients suffer from pelvic symp- 
toms who have no pelvic disease. I think that young women fre* 
quently have pelvic symptoms without local disease. In my judg- 
ment, these local symptoms are as a rule due rather to the fact 
that the patients are neurotic or that the general health is below 
par than to their having eyestrain or local trouble in remote parts 
of the body. The neurologists have been prodding the gynecolo- 
gists in the opposite direction, saying that the gynecologists were 
attributing all sorts of symptoms to reflex action from pelvic 
disease. It is novel and refreshing to have the allegations reversed 
and to say that pelvic symptoms are reflexes of eyestrain or other 
lesions in remote locations. 

So far as the general remarks with reference to the appendix, 
disease of the gall-bladder and loose kidneys are concerned, with 
reference to pelvic symptoms, I think all are in accord with the 
view that if the patient has disease of the pelvic organs there is no 
reason why all other organs of the body should not be interro- 
gated ; and that if there is disease in other organs of the body it 
should receive its appropriate treatment. I agree with Dr. Morris 
that many women have disease in the gall-bladder region and also 
have loose kidneys, and they should receive proper attention ; but 
it seems to me that the matter is entirely apart from whatever 
disease they may have in the pelvis. These conditions are com- 
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plications of the pelvic disease, and are by no means the cause 
of the pelvic disease. 

The question of the transplantation of ovary from one indi- 
vidual to another has been ruled out by Dr. Morris, and the dis- 
cussion is therefore upon the question of whether or not we shall 
resect the ovary and then transplant it under the peritoneum or 
leave it or a part of it, in its normal position and remove the tube 
if that is necessary. It seems to me that it is far better to leave 
it with its normal blood supply rather than to transplant it under 
the peritoneum. 

My own feelings about the artificial climacteric is that the 
matter has been very greatly exaggerated in the literature in the 
past few years under the influence of the great wave which arose 
in opposition to the very radical procedures of twenty years ago. 
There is no doubt that in certain cases there is a great deal of 
trouble from the artificial climacteric, but my experience indicates 
that the percentage of these cases is small. In my experience 
those cases which have been troublesome have been particularly 
in young women and in neurotics or in the class of patients known 
as "cranks." In women past thirty, certainly past thirty-five, the 
artificial menopause has been very similar in its manifestations to 
the normal menopause. 

Dr. Barton Cooke Hirst. — It seemed to me while listening to 
Dr. Morris that we were indebted to him for correcting the 
tendency of all specialists to concentrate their minds too much 
upon the organs which they treat, but I could not help thinking 
that Dr. Morris went as far in his direction as we sometimes go in 
ours. I think there is no more reason for paying greater attention 
to eyestrain than to the pelvic condition if there is anything 
abnormal in the latter. 

In reference to the transplantation of ovaries, I remember on 
one occasion feeling grateful to Dr. Morris for his work on this 
subject. In a case in which I removed the entire ovary on account 
of disease of the hilum I was glad to have read Dr. Morris's work 
because it suggested to me the reimplantation of the cortical por- 
tion, the other ovary having been previously removed. The subse- 
quent history for two years was satisfactory. 

Dr. J. M. Baldy. — A general view of the whole field is of an 
enormous amount of interest and importance. Running to the 
other extreme seems to be the trend of the general surgeon in 
viewing gynecological subjects. The general surgeons have a 
profound knowledge of general surgery, but no practical knowl- 
edge of gynecology, and often fall into absurd mistakes with the 
views which they entertain on gynecological subjects. The one 
who does not take a general view point is not competent to pass 
on any general gynecological subject. The general surgeon who 
looks for peripheral lesions in other portions of the body, as the 
gynecologist of yesterday looked only for that lesion in the pelvis, 
is as far astray as the gynecologist, and he will never make prog- 
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ress beyond the progress of the gynecologist of the past until he 
realizes that the general central nervous system dominates the 
whole body. There is no doubt, as Drs. Noble and Montgomery 
brought out, that peripheral lesions due to eyestrain, loose kidney, 
normal involution of the appendix are due largely to a central 
impulse. The cause of the disorder is a vicious nervous system,, 
and this vicious nervous system will cry out in any portion of the 
body as a "cough," as it was called by the essayist. If, however, 
the gynecologist considers a "cough" in the pelvis the whole thing; 
or the eye man considers an eyestrain the whole thing, or the sur- 
geon a normal involution of the appendix the main considera- 
tion, they are all equally astray and they must go back to our neu- 
rological friends, who have been largely right in their estimate 
of the matter from the beginning. This is recognized to-day by 
the gynecologists ; I cannot answer so much for the general sur- 
geons after the remarks of to-night. I have never seen a neu- 
rasthenic every fraction of a millimeter of whose spinal 
column beyond the lumbar plexus was not tender. The 
theory of the pinching of nerve filaments in scar tissue is given 
us by the older surgeons as an explanation of a large number of 
nervous diseases. This idea in connection with the normal involu- 
tion of the appendix, I believe, is an absolute absurdity. In regard 
to the pain in an ovarian stump, we have all seen stumps which 
have cried out more than the original ovary on account of the 
nervous system, and as we have been fools enough to believe that 
removal of the ovary would relieve the symptoms, so we 
thought removal of the stump would cure the pain supposed to 
be caused by pinching the terminal nerves. We gynecologists un- 
learned that years ago. I am sorry to see the general surgeon 
still in the fog. And yet the general surgeon is writing of "the 
passing of the gynecologist 1" 

The question of adhesions has always been a troublesome one 
to the clinician and general surgeon. To the gynecologist it is 
a very simple thing. Most of the pain from adhesions is really 
from the nervous system. And you do not often find adhesions 
when there has been done clean work. Adhesions exist twenty 
times where they give pain once, — another thing for the general 
surgeon to learn. 

There is no question of the truth of Dr. Morris's statement 
concerning the transplantation of ovaries from one woman to an- 
other ; they will not develop. It is equally true that following the 
transplantation of her own tissue there will not be development. 
This axiom he does not seem to have grasped. 

Dudley had to admit that almost invariably absorption of the 
ovarian tissue would result. The menstruation which is said tc 
have followed these cases is in reality only a spurious little bleed- 
ing and a man who can stretch his imagination so far as to cal} 
it normal menstruation wants very badly to find menstruation. 
Even that in time disappears. 
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I am not convinced that such a thing occurs as ovarian secre? 
tion any more than is true of any other ductless glands. This 
statement is repeatedly reiterated, but remains far from proven. 

That where you remove both ovaries you get certain nerve 
symptoms is true; but those symptoms are absolutely definite 
routine, and their cause and significance well understood. The 
symptoms are purely those of the menopause and only those of 
the menopause. That is a definite physiological result, and if we 
remove all ovarian tissue we get it. In many cases the removal 
of one ovary will cause the patient to pass through the meno- 
pause just as if both had been removed. There are two sides tc 
the saving of ovarian tissue at operations. The general surgeon 
gives you one side. The other side of the question is this : We 
save it, because it is ovarian tissue. There is, however, no proof 
that it is healthy. The balance of the ovary is grossly diseased, 
Will you say in cancer that one-fourth of the breast is diseased 
and the balance healthy? None of the general surgeons will 
operate on that principle. If you have connective tissue changes 
you have it all through the ovary. Who can say that one portion 
is healthy and one portion not healthy, simply because to the eye 
it looks passable? You leave part of an ovary and threaten the 
future life or comfort of the patient. No one knows the cause 
of ovarian cyst, and if you have an ovary which is diseased, how 
can you tell that it will not develop ovarian cyst, and what right 
have you to put a patient into such a position ? Still worse, she 
may fall into the hands of some one who cannot give her the 
skilled help you can — one of the general surgeons, perhaps. I 
am altogether out of sympathy with it. I have always been out 
of sympathy with it, and am delighted that my friends, Drsi 
Clark and Noble, take much the same ground to-night which I 
have been holding and have been teaching for years past. 

Dr. John B. Deaver. — I congratulate my friend, Dr. Morris, 
and I am strongly in sympathy with him. I believe, with Dr. Mor- 
ris, that certain of these cases of involutional appendices are capa- 
ble of occasioning pain by peripheral nerve impingement and thus 
constitute a source of great discomfort ; the removal of such an ap- 
pendix is followed by complete relief. 

Dr. Morris's paper should stimulate all to study these cases 
most carefully. Many a slip is made and an improper operation 
done by not having carefully studied our cases. 

I have long since come to the conclusion that the operation of 
stitching up the kidney is one of the most useless operations in 
surgery. I have furthermore long since concluded that Edebohls' 
remarks upon pain in the right iliac fossa in connection with 
movable kidney being indicative of chronic appendicitis are verified 
in but few instances. We have only to look at the anatomy, 
study the living pathology of the loose kidney with the belly open 
to know that the loose kidney is capable of irritating the ascend- 
ing colon. 
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On the question of prevention of adhesions I cannot agree with 
Dr. Baldy. I have reoperated one patient as much as four 
times for adhesions with ultimately permanent cure. I had the 
pleasure of seeing the first case that Dr. Morris operated 
on. I think he had done three or four operations when he re- 
sorted to the Cargile film. I have not used the aristol film, but 
when I have employed the Cargile film I have had fewer reopera- 
tions than when I have not used it. As Dr. Baldy said, if 
we could eliminate infection we would doubtless have fewer cases 
of adhesions; yet I see adhesions that follow aseptic operations. 

The whole subject is most interesting, and particularly the rela- 
tion which the gynecologist now bears to the general surgeon — 
no longer the relation which the general surgeon bore to the gyne- 
cologist. I hope I may hurt no one's feeling in telling a little 
story which I may have told here before. I happened to be in a 
court case some time since, when one of our old and very distin- 
guished specialists was on the stand. Later on Dr. So-and-So 
took the stand, and the lawyer said to him, "You are a doctor?'* 
he answered, "Yes, sir." "Is there any difference between a 
specialist and a doctor ?" The answer was, "It takes seventeen 
of those fellows to make a doctor." 

Dr. Morris closes. — Dr. Clark says that correcting the eye- 
strain is not enough to stop the "cough" in the pelvis. Well, that is 
often true; if the ophthalmologist stops with the head, and the 
gynecologist stops with the pelvis, it leaves the patient wide open 
in the middle. Dr. Thomson says that every living body is a 
laboratory in which are produced a greater number and a greater 
variety of poisons than are found on any apothecary's shelves. 
After the ophthalmologist has done his part we must see that all 
of these "seventeen men who go to make up a doctor" work on 
the question of disturbed metabolism. We must find that which 
is wrong in the patient's habits of life, and there is really needed 
a good doctor to take charge of the case after the specialists are 
through with it. Given a case, however, in which eyestrain fur- 
nished the original peripheral irritation that resulted in this 
"cough" in the pelvis in the form of a flexion; given a case in 
which various specialists have found out just where they can be of 
service, then let a good doctor take charge of the patient and it is 
wonderful what fine rosy young women we will get out of a class 
of patients formerly subjected to local treatment with disappoint- 
ing results. Neurotic patients or those with a minor psychosis 
will still disappoint us. 

Dr. Clark says that transplantation of the ovary, even homo- 
transplantation, is likely to result in degeneration, and that it is 
better to leave a part of the original ovary rather than to remove 
it. That is very true, and I would leave a part of the ovary with 
its original attachments where I can, but in cases where that can- 
not be done I would transplant a part of that woman's own ovary, 
provided it appears to be in practically good condition. I will 
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say that I have had some troublesome degenerations in cases in 
which this has been done, and I have at present two or three 
patients with cystic degeneration of the transplanted ovary done 
two, three or four years ago, not large cysts, but one as large 
as a turkey egg. On the other hand, I have a number of patients 
who are going on more comfortably than they did for years, and 
probably more comfortably than if I had removed both of the 
ovaries completely and not transplanted. 

Dr. Montgomery prefers to depend upon palpation of the adnexa 
and of the uterus rather than upon distant peripheral irritations. 
That is what we are to do in cases in which there is tangible cause 
for the local irritation, but I wished to leave out of the discussion 
to-night such probable and tangible objective signs as we could 
get by bimanual palpation. 

Dr. Noble tells us that most of these patients are neurasthenics 
anyway. Dr. Noble also says that we exaggerate the importance 
of the artificial menopause. That may be true. There are some 
cases, particularly of women past 35, in which it is undoubtedly 
desirable to bring about a complete climacteric rather quickly; 
but in younger patients it seems to me that the distress coming 
from the precipitate menopause is likely to be extreme, and that 
is the distress which has been relieved by such ovarian transplan- 
tation as I have done. 

Dr. Hirst says that eye trouble and pelvic trouble can occur 
together and that each needs separate treatment. That is also 
particularly true. Almost all the things that have been said to- 
night by all of us are true. It is a matter of nice critical analysis 
of all the points. When eye trouble and pelvic trouble occur 
together it is very difficult to know which is cart and which is 
horse. 

Dr. Neilson calls attention to the fact that not all loose kidneys* 
are suitable for operation, which is a fact. We have loose kid- 
neys which do not produce symptoms, and others that do. Some 
cause only a small part of the history, and if we correct that 
feature alone we shall do discredit to surgery. Other loose kid- 
neys furnish the chief cause for invalidism which is curable by 
operation. 

Dr. Baldy says that absorption of the ovary is likely to occur, 
and says that we are likely to run to extremes on this question, 
and that the pendulum will swing the other way. I do not believe 
in the pendulum simile. I doubt if we ought to be pendulums 
on any of these questions ; rather rifles, and get just as near to the 
bull's eye as possible. As Dr. Baldy says, the central nervous 
system is the important thing to keep in mind continually. It is 
true that when we find the lumbar plexus irritated from the pelvis 
in a neurasthenic patient we will find the splanchnic area sensi- 
tive ; but, when we find this pair of points tender we have our clue 
to the origin of the irritation. Every one can find these points 
of great value by working out this theory. Dr. Baldy says we do 
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not have contraction of the connective tissue in the involution 
appendix and irritation of the nerve filaments. I differ with him 
on that point. These cases are among the most satisfactory ones 
that we have to treat. While we may tell the patients that they do 
not absolutely need to have the appendix removed, they often 
return at the end of some weeks and request that the appendix 
be taken out. In many cases in former years in which the sur- 
geons have operated for chronic appendicitis they have felt dis- 
turbed at finding what looked to them to be a normal appendix 
but its removal has secured for the patients immediate and great 
improvement in health. I do not believe there are many men iit 
this room who have not had this experience. 

Dr. Deaver calls attention to the fact that we do not commonly 
have infection of the- congested appendix with loose kidney. That 
has been the ground I have taken, but we often do have congestion 
of the appendix associated with it and tenderness of the cecum 
and ascending colon. I have not removed congested appendices 
found in connection with loose kidney, but some of my colleagues 
make it a rule to do so. 



Meeting of February 15, 1906. 
The President, W. Reynolds Wilson, M.D., in the Chair. 
Dr. Charles P. Noble presented a 

FINAL REPORT ON A CASE OF DECIDUOMA MALIGNUM. 

The history of this patient was read before the Section on 
Gynecology, April 17, 1902, and was published in the American 
Journal of Obstetrics September, 1902. Briefly, the history 
is as follows: Mrs. D., aged 24 years, has had two pregnancies; 
the first ended in miscarriage at the fourth month in 1899, 
and the second at the sixth week, August 15, 1900. The patient's 
general history presented nothing of interest. Her menstrual 
history was normal from the age of thirteen to twenty -three. 
During the past year menstruation has been irregular, appear- 
ing in from three to six weeks. The duration of the flow has been 
seven days. There has been marked pain for one week and 
also during the flow. Since the last miscarriage, August 15, 
1900, the flow has been constant. It was profuse during the 
first two weeks and has varied since that date. The patient 
was taken to the Kensington Hospital for Women, November 14, 
1 900, three months subsequent to the miscarriage. Examination 
showed a normal vagina and cervix; also a tumor connected 
with the cervix filled the pelvis. The tumor had the general 
characteristics of a fibroid, but was notably softer than the 
average fibroid. An abdominal section, performed November 
17, showed that the tumor was evidently malignant and 
grew from the fundus of the uterus. The tumor was of a dark 
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blue mottled appearance, and looked much like a hematocele 
covered by membrane. The omentum was adherent to the 
bladder, and apparently the tumor had penetrated both the 
omentum and the bladder. A diagnosis of deciduoma malignum 
was made from the history and the appearance of the tumor. 
In attempting to separate the bladder from the tumor the 
finger pushed through the soft structure of the tumor and a 
definite amount of tumor substance was left upon the fundus 
of the bladder. It was believed that the malignant growth 
had involved the bladder and that its complete extirpation 
would necessitate the removal of a considerable portion of that 
viscus. As the patient's feeble condition did not warrant such 
an operation, this was not attempted. A supravaginal hysterec- 
tomy was performed, with the view that th§ case was a hopeless 
one from the standpoint of radical cure. Gauze drainage was 
employed. Convalescence was febrile until the sixth day, after 
which it was uninterrupted. Three months later the patient 
had regained the appearance of health and expressed herself 
as feeling well. Upon pelvic examination the vagina was found 
normal, but a distinct mass could be palpated upon the bladder 
wall where the portion of the tumor had been left. Sixteen 
months after operation the patient was again seen. She pre- 
sented every evidence of good health and expressed herself as 
feeling quite well. A careful examination failed to show any 
evidence of malignant disease in any portion of the body. The 
mass which had been felt on the bladder at the preceding ex- 
amination had entirely disappeared. The vagina, bladder and 
broad ligaments, were entirely normal to touch. 

Mrs. D. continued to enjoy good health until October, 1904, 
with the exception that in 1902 she developed a small goiter 
in the left half of the thyroid, and also a ventral hernia due to 
gauze drainage. October 18, 1904, she developed a pleuro- 
pneumonia, and was confined to bed for four weeks. She made 
a fair recovery from this, but did not regain her strength. About 
the first of May, 1905, she began to fail, spitting blood at inter- 
vals and gradually losing weight and strength. Her physician, 
Dr. Adam Klemm, was under the impression that she had de- 
veloped a secondary malignant infiltration of the lung. She 
died September 6, 1905. I saw her a few days before her death 
and made a careful physical examination. She was much pros- 
trated, had a rapid pulse, and was expectorating mucus. The 
sputum had never been examined for tubercle bacilli. Careful 
examination of the chest showed no evidences of consolidation, 
the lungs were everywhere resonant upon percussion. Auscul- 
tation likewise showed no evidences of consolidation. Careful 
examination of the mediastinum also gave no evidences of a 
solid tumor. The heart was much dilated and the heart muscle 
acting very feebly. Examination of the abdomen showed no 
evidences of a recurrence. It seemed to me that the symptoms 
could perfectly well be explained upon the diagnosis of dilata- 
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tion of the heart subsequent to the pleuropneumonia. No 
autopsy could be obtained, and therefore the question must 
remain open as to whether or not there was a secondary involve- 
ment, but it is my own opinion that there was no definite 
evidence of such an involvement 

The point of chief interest in this case is the disappearance 
of the portion of the tumor left upon the bladder wall. It was 
my opinion at the time of the operation that the tumor had 
infiltrated the wall of the bladder, but even if this were not true, 
it is undoubtedly a fact that a portion of the tumor was left 
adherent to the bladder, and that its nutrition was maintained 
for some months subsequently, and that then it disappeared. 
The spontaneous disappearance of the tumor in this case con- 
firms the reports of other observers in cases of deciduoma malig- 
num and shows that the prognosis is not necessarily fatal even 
when the entire disease cannot be removed. 

Dr. John C. Hirst read a paper entitled 

THE CAUSES AND TREATMENT OF METRORRHAGIA, WITH ESPECIAL 

REFERENCE TO THE USE OF SCHATZ'S METRANOIKTER 

AND ATMOKAUSIS. 

The causes of metrorrhagia are best considered under the 
two heads, the constitutional and the local. The constitutional 
causes may be any of the acute infectious diseases: malaria, 
valvular heart disease, cirrhosis of the liver and rarely anemia. 
The local causes are the more frequent, and among the most 
important are hyperplastic endometritis; displacements of the 
uterus; any chronic inflammation of the uterus, tubes and 
ovaries; intrauterine polyps; pelvic tumors, particularly fibroids; 
hypertrophied angiomatous decidua, persisting sometimes 
months after abortion; and occasionally, intrauterine varicose 
veins at one or both cornea. In women approaching the meno- 
pause, must be added uterine cancer and fibroid degeneration 
of the uterus, though these may exceptionally occur in young 
women. The profuse metrorrhagia sometimes seen in young girls 
is usually due either to hyperplastic endometritis or some con- 
stitutional cause such as valvular heart disease. The cause of 
hemorrhage during pregnancy will not be considered in this 
paper. 

The hemorrhage begins usually as an increased menstrual 
flow, and sooner or later becomes irregular and sometimes prac- 
tically continuous, without any suggestion of periodicity. The 
diagnosis of the cause is often difficult. Should one of the con- 
stitutional lesions be discovered, with no obvious cause in the 
pelvic organs to account for the hemorrhage, it is possible that 
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appropriate medical treatment may be all that is required, 
but usually some local treatment is needed before the bleeding 
can be controlled. 

Medicinal Treatment. — The internal administration of styptics 
is often successful. Ergot, suprarenal extract, desiccated mam- 
mary gland, hydrastis, or hamamelis may be given a trial. The 
most powerful combination is one of ergotin gr. i, stypticin gr. \, 
and hydrastinin gr. £, given four times daily. The objection to 
this prescription is that it is expensive, but it has proven the 
most effectual of the styptics. 

The use of the galvanic current, the positive pole to the 
uterine sound, with a current of fifteen to forty milliamperes for 
five to ten minutes every other day, has given good results. This 
treatment can be carried out in the office, without the use of an 
anesthetic. Local applications to the uterine cavity of strong 
nitrate of silver solution, tincture of iodine, Monsell's solution 
and others of the same character are dangerous. The likelihood 
of infection is great and many patients thus treated suffer 
extremely from uterine colic, and in office practice at least 
this form of treatment is not advisable. 

A large percentage of these patients will require curettement 
of the uterine cavity, after dilatation of the cervix. This is best 
done under an anesthetic, the cervix being dilated with two- 
or four-branched dilators and thoroughly curetted and douched. 
In any curettement for uterine hemorrhage, the uterine cavity 
should be thoroughly explored with placental forceps on ac- 
count of a possible polyp which the curette alone might easily 
slip over and fail to extract. Many a case of uterine bleeding 
resisting treatment and repeated curettements has been due 
to this. 

Occasionally the bleeding will resist several curettements and 
will obviously require something further. The choice must rest 
between cauterization of the endometrium, preceded by another 
thorough curettement, and hysterectomy, with the less radical 
plan deserving of a trial. The cauterization is carried out by 
the actual cautery or by atmokausis — the injection into the 
uterine cavity of superheated steam at 110-115° C. for five 
to fifteen seconds or even longer. The actual cautery is ex- 
tremely difficult to control, may burn to a much greater depth 
than was intended, and has a very limited field, if indeed it 
should be used at all. The technique of atmokausis is as follows: 
The cervix is dilated, under an anesthetic, to three-quarters or 
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one inch if the two-branched dilator, or a circumference of 
80 mm. if the four-branched Cleveland dilator is used, and the 
uterus thoroughly curetted, explored with placental forceps, 
and washed out with sterile water through an intrauterine 
catheter. 31 c.c. of hot water is' introduced into the boiler of 
the atmokausis apparatus and the alcohol flame is started under 
the boiler. The intrauterine nozzle of the apparatus, sterilized 
by soaking in 5 per cent, carbolic acid solution, is screwed on 
to the handle, all the joints being tightened, and as soon as steam 
is generated, the stop cock is turned slightly to test the tubes 
and make sure the lumen is free. The nozzle is then inserted 
into the uterine cavity, the point being near, but not touching 
the fundus. When the thermometer on the boiler registers 
1 1 5 C. the steam is allowed to flow through the nozzle for ten, 
fifteen of twenty seconds, or as long as the individual case seems 
to require. The uterus is then washed out again, and the patient 
returned to bed. She is left in bed ten days, and during her 
convalescence may require intrauterine douches if a foul leu- 
corrhea develops. With the method of allowing the steam to 
circulate in a closed metal catheter or zestokausis, trusting .to 
the hot metal to effect the cauterization, I have no personal 
experience. 

In a total of eight or ten cases in which this method has been 
tried in the hands of Dr. B. C. Hirst and his assistants, in only 
one case, so far as is known, has it been necessary to repeat 
the application. One patient, at least, was entirely relieved 
of all bleeding and subsequently became pregnant. 

As a last resort it may be necessary to remove the uterus, 
when all other means to control the bleeding have been given 
an adequate trial and have failed. The hysterectomy may be 
done by either the vaginal or the abdominal route , as the operator 
prefers. When the bleeding has been due to cancer of the uterus 
or fibroid or other pelvic tumor, any treatment directed to the 
uterine cavity is of course unnecessary, and the removal of the 
offending growth is obviously required. It is often advisable 
in the diagnosis of these cases to make a thorough examination 
of the uterine cavity before expressing an opinion as to the treat- 
ment required. This may be done in one of four ways: (1) 
Forced and rapid dilatation under anesthesia; (2) gradual dilata- 
tion by a tent, or (3) Schatz's metranoikter; and (4) the use of 
the metroscope. 

The forced and rapid dilatation is often inadvisable; it is 
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difficult to secure sufficient dilatation without serious injury to 
the cervix, and it usually requires prolonged anesthesia. The 
tents, while efficient, are dangerous and have an unreliable 
record of septic infection, though with proper care they may 
sometimes be used. Schatz's metranoikter, a two-branched 
steel dilator with a spring to force the branches apart, is a most 
efficient instrument. It has been modified by Dr. Barton C. 
Hirst to a four-branched model, which is more efficient than 
the original one, but requires a slightly greater dilatation of the 
cervical canal to secure its insertion. It is designed to be intro- 
duced into the uterine cavity, the spring remaining in the va- 
gina, and allowed to remain in place for twenty-four hours. 
During its insertion the blades are held in apposition by a special 
handle, and are allowed to separate when it is fully introduced. 
When used for dysmenorrhea, a thorough dilatation and curette- 
ment precede its insertion; when used to secure dilatation in 
metrorrhagia, especially in women who have borne children, it 
can be inserted without an anesthetic. A little gauze is packed 
around and under the spring in the vagina, to prevent bruising 
of the vaginal walls. When it is removed, twenty -four hours 
later, it is possible to pass one finger, or if the four-branched 
model has been used, even two fingers, up to the fundus and 
make a careful digital examination of the uterine cavity. The 
instrument causes little pain, only 10 per cent, of the patients 
requiring any narcotic. When the instrument is removed, the 
uterus must be carefully irrigated. As far as our experience goes, 
it is free from danger of sepsis, when proper aseptic precautions 
are taken. 

With the metroscope, an instrument on the plan of a cysto- 
scope for the direct inspection of the uterine cavity, I have no 
personal experience, but am somewhat skeptical as to its prac- 
ticability. 

Dr. Richard C. Norris. — I have had no experience with the 
instrument for the application of steam, but believe that it has a 
field of usefulness I have used the metranoikter, but only the 
four-branched dilator, and have found it of special value in 
incomplete abortion in multiparous women for making a thor- 
ough digital examination of the interior of the uterus. It worked 
most satisfactorily and without causing much pain. In women 
who suffer from dysmenorrhea and sterility, for whom the usual 
method of rapid dilatation had previously been employed with 
little or no success, I have systematically used it during the 
past year, and on the whole have been very much pleased with 
it. In some cases it causes considerable pain, but the use of a 
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hypodermic during the night before it is removed has usually . 
overcome that. In some cases of nulliparous women in whom 
the vaginal canal was small I have used the modified type of 
the instrument, having the springs made a little longer in their 
antero-posterior diameter and shorter in their lateral diameter. 
Even this modified instrument, on two or three occasions could 
not be introduced into the vagina. When I attempted to put 
the springs of the instrument in the vagina after inserting the 
blades through the cervix, I could not get the former through 
the vulva. It occurred to me that I might leave it in that posi- 
tion, which I did. The spring, outside of the vagina, was wrapped 
in gauze, and, thus protected, remained for twenty-four hours, 
and the result was as satisfactory as if it were in the vagina. 
The patient has been relieved, and it was a fortunate circumstance 
that I tried it, because its field of usefulness, in my experience, 
will thus be increased. In such a case, of course, it drags the 
cervix to the vulva until the instrument is removed on the 
following day; but this has made no special difference. I believe 
it is a useful instrument and I have used it routinely in the 
cases of young women with flexion and stenosis where I used 
to do rapid dilatation. In a certain proportion of the cases 
treated by the latter method I found that the uterus would 
again contract, the cervix become narrow and there would be 
recurrence of menstrual pain. When I was a student Dr. 
Goodell taught us that rapid dilatation had to be sometimes 
done even a third time because of this subsequent contraction 
of the cervix. In such cases this instrument finds its special 
field, and in these I have found it to work splendidly. I have 
dilated eight cases operated on by other men with the usual 
method of rapid dilatation followed by prompt recurrence of 
dysmenorrhea, and this instrument has relieved the condition 
in these cases. Instead of putting in gauze packing after rapid 
dilatation we use the metranoikter, allowing it to remain in 
place for twenty-four hours. In incomplete miscarriage when 
it is desired to palpate the fundus or in those cases of hemorrhage 
when it is of the utmost importance to know what is in the 
uterine cavity, the introduction of the instrument and leaving 
it until the next day permits digital examination of the fundus 
without any difficulty. On two occasions its value as a means 
of digital exploration of the uterine cavity has saved me the 
removal of uteri. One case was that of a submucous fibroid 
which I was able to excise and extirpate without taking out the 
uterus. The instrument may be considered a modern tent, 
readily sterilized by boiling. 

In the past we have all removed uteri thinking there might 
be malignancy in spite of the microscopic report. In these 
border-line cases, such as those of persistent hemorrhage with- 
out evidence of malignancy, treatment by the use of steam 
should be instituted before resorting to hysterectomy. The 
reports from various sources induce me to believe the instru- 
ment is likely to prove a useful addition to our armamentarium. 
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Dr. Charles P. Noble. — I have had no experience with 
either of the instruments described. I feel that we are in need 
of improvements upon the usual methods of dealing with hemor- 
rhage, particularly in the group of cases referred to by Dr. Norris, 
those women who bleed and are curetted and bleed again, and 
perhaps bleed after being curetted several times, yet have neither 
cancer nor tumor. Every gynecologist meets with such cases 
at rare intervals. Sometimes there is endometritis; at other 
times the microscope shows practically no change in the endo- 
metrium. In reference to the young woman referred to by 
Dr. Hirst, I think that as a rule the cause of hemorrhage in 
these cases is simply glandular hypertrophy. Personally I 
have never had a patient of 14 or 1 6 years of age who has bled 
too much and in whom the microscope showed infection. There 
has simply been hypertrophy of the glandular tissues. In my 
experience two curettements have cured such cases, although 
I have heard of instances in which half a dozen curettings had 
not controlled the bleeding. I would hesitate about using 
steam in a girl of that age. The risk of shutting up the uterus 
in a- young girl is a matter for careful consideration. I 
recall a case seen years ago, in which the pathological report 
was adenoma, and which I curetted several times. The growth 
would reform and the hemorrhage continue. The ovaries 
were removed, thinking this would control the bleeding which, 
however, recurred as promptly as after the curetting. I dilated 
the cervix and packed the inside of the uterus with gauze soaked 
in a 50 per cent, solution of chloride of zinc, which caused the 
inside of the uterus to slough, after which the patient made a 
good recovery. It is unnecessary to say that such treatment 
would be improper in a young woman having her ovaries and 
tubes. 

Dr. Barton Cooke Hirst. — I heard of the preparation of 
this paper only a few days ago, and therefore have not had time 
to receive answers to the letters which I wrote to all the women 
on whom the metranoikter was used. There were, I think, 
about twenty-five of these cases and eight or ten cases in which 
atmokausis was employed. Some of the patients, however, 
I remember, and have kept in touch with since the operation. 
One was particularly interesting: a middle-aged woman who 
came to me after having been treated at the Johns Hopkins 
Hospital. The excessive metrorrhagia from which she suffered 
near the menopause was suggestive of malignancy. The uterus 
was curetted and the scrapings were submitted to two pathol- 
ogists. One said there was adenocarcinoma; the other said 
there was nothing of the kind. From my observation of the 
case and examination of the specimens I agreed with the latter 
opinion. After atmokausis was applied the hemorrhage was 
checked for some six months. It then recurred. A second 
time I curetted the uterus and again used atmokausis. This 
was four months ago, and there has been no hemorrhage since. 
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The result of the microscopic examination of the scrapings after 
the second curettage is interesting. At the first examination 
the endometrium was so thick and hypertrophied that it naturally 
aroused the suspicion of adenocarcinoma, but the second curet- 
tage removed only a little thin tissue in which there was scarcely 
a microscopic trace of endometrium. The mucous membrane 
seemed to be completely destroyed by the first atmokausis. 
The second application was deliberately made for forty-five to 
sixty seconds at a temperature of 115 C. with the expectation 
of closing the uterine cavity. 

The metranoikter is valuable in the cure of sterility and 
dysmenorrhea. If there is anything at all in the dilatation of the 
cervix, the more thoroughly it is done the better the results. 
I feel confident that I have had better results in the last two 
years in the treatment of dysmenorrhea and sterility than before. 
I recall two cases of married women, sterile for eleven and thir- 
teen years, who were cured by the use of the metranoikter. 
Both women became pregnant ; one went to term ; the other mis- 
carried. I believe we get decidedly better results in cases of 
dysmenorrhea than by rapid dilatation, but even with this in- 
strument, we must expect a certain proportion of failures and 
of recurrences. There was a patient in my office a few 
days ago upon whom I had used the metranoikter ten months 
before. She had the severest type of dysmenorrhea. She was 
entirely relieved after the use of the metranoikter for ten months. 
Just now the symptoms are recurring, so I propose to use the 
metranoikter again. I might say that there would probably 
have been a permanent cure had I been allowed to replace the 
uterus, which was retroverted. This time I shall do an Alex- 
ander operation as well as dilatation and curettage. I would 
not care to use this instrument at the same time that an opera- 
tion was performed for fixing the uterus in position, because its 
removal is difficult without making quite strong traction upon 
the uterus. In such cases I would prefer to use the metranoikter 
first and then a couple of days later to do the operation selected 
for the cure of the retrodisplacement. 

Dr. Brooke M. Anspach. — I have been especially interested 
in the cause of the rather obscure cases of uterine hemorrhage 
•occurring in women about the menopause. There have been 
three at the University Hospital in Dr. Clark's service, in which 
none of the usual causes of hemorrhage could be found. The 
lesion is most likely one of the uterine muscle — an insufficient 
•contractile power of the myometrium. Metrorrhagia depending 
upon such a condition may be spoken of as myopathic (metror- 
rhagia myopathica). To determine, if possible, the pathology 
of such cases, I have studied the uteri of the ones mentioned and 
compared them with eighteen others removed in the course of 
radical operations for pelvic inflammatory diseases. The speci- 
mens were taken from women of different ages, some of whom 
had borne children, some of whom had never been pregnant. 
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Arteriosclerosis has been considered one of the causes of metror- 
hagia at the menopause ; in this series I found that arteriosclerosis 
in the vessels of the uterus occurs apparently as the result of 
pregnancy. It can be easily determined from the elastic tissue 
in a stained section whether the uterus is that of a nulliparous 
or of a muciparous woman. Childbirth produces a great in- 
crease of the elastic tissue around the bloodvessels and in their 
walls. Two of those cases in which there had been metrorrhagia 
of such severity that hysterectomy was required showed rather 
less increase of elastic tissue in proportion to their parity than 
occurs normally. Whether this is a rule, will require further 
observation to determine positively. There was no very constant 
variation in the amount of fibrous tissue in the cases which were 
the subjects of metrorrhagia; and the increase in fibrous tissue as 
a result of pregnancy was not nearly so marked as the changes 
in the elastic tissue. I think that the question of arteriosclerosis 
of the uterus as a factor, per se, in the hemorrhage, can be 
counted out. The cause of the hemorrhage evidently is from 
some insufficient contractile power of the uterus which allows 
congestion and which results in the outpour of blood. From my 
observations I should be inclined to believe that the elastic tissue 
of the uterus plays a large part in these myopathic cases. 

Dr. John C. Hirst. — I have nothing to add, except one 
point which did not really come within the confines of the paper. 
It is that last year I used this atmokausis apparatus upon a 
patient suffering from a profuse and very irritating leucorrhea 
from an old gonorrheal infection. She had been curetted times 
without number, and had the uterus wiped out with carbolic 
acid. It occurred to me that if everything else had been tried 
it might not hurt to try atmokausis. That patient, four months 
afterward, since which time I have not seen her, was free from 
her leucorrhea. I mention this merely as a suggestion as to the 
possible use of the apparatus, although from one case no con- 
clusion can be drawn. 



Meeting of April 19, 1906. 
The President, Dr. John G. Clark, in the Chair. 
Dr. C. C. Norris reported 

TWO CASES OF BILATERAL DERMOID CYSTS : ONE SHOWING CAR- 
CINOMATOUS DEGENERATION, THE SECOND COMPLI- 
CATED BY THE PRESENCE OF AN EIGHTY-ONE 
POUND MULTILOCULAR OVARIAN CYST. 

The first case that I have to report is one of double dermoid 
cyst of one ovary and a single dermoid cyst of the opposite ovary. 
This case is of interest chiefly from the pathological stand- 
point. The case occurred in the Kensington Hospital. I am 
indebted to Mr. C. P. Noble for the privilege of reporting it. 
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Path. No. 1 1 96. — The specimen consists of two multilocular 
ovarian cysts. The tumors are similar in general character. 
They are rounded, somewhat lobulated, each about the size of 
an orange, rather thin-walled. The surface is free of adhesions. 
On section they contain sebaceous material and hair. One cyst 
is slightly smaller than the other and contains three main 
loculi. Both externally and internally it gives the appearance 
of two cysts which have become fused. If the theory that these 
cysts are due to an inclusion of the ectoderm is accepted, it is 
easy to see how two originally separate cysts might arise in 
one ovary; in fact, as many as eight separate cysts have been 
described springing from a single ovary. The tumor from the 
opposite ovary shows more numerous and rather smaller loculi; 
it also contains sebaceous material and long reddish-brown 
hair, similar to that seen in the other tumor; in addition, it 
contains two well-formed molars and one incisor tooth. Spring- 
ing from the wall of the largest cyst cavity is a well-formed 
nipple; near the center of the cyst and in the entrance of one 
of the thicker septa is seen a round yellowish area i cm. in 
diameter. On microscopic examination this proved to be an 
area of adenocarcinoma. The microscope also showed the 
tumor to contain skin, hair-follicles, sweat glands, muscle 
and mammary gland tissue. The area of carcinoma was some 
distance from the mammary gland, and probably had its origin 
in the sweat glands of the skin. The case is of especial interest 
from the probability of the double origin of one of these tumors 
and also from the adenocarcinoma which was found. 

The frequency with which dermoids occur in comparison with 
other ovarian tumors is somewhat variable. Roberts gives it 
at 3-5 P er cent., while according to Pfannestiel it is 7.5 per 
cent. At the gynecological laboratory at the University of 
Pennsylvania we have found ten dermoids occurring in a series 
of ninety-two ovarian tumors, or a little more than 10.8 per 
cent. Of these, two cases have been bilateral. 

Carcinomatous degeneration in a dermoid is an extremely 
rare complication. It seems safe to say that less than 0.25 
per cent, of these tumors are malignant. I have not attempted 
to go "over all the literature on this subject; but, up to 1898, but 
eight such cases had been reported. The majority of carcinomata 
occurring in dermoid cysts are of the squamous celled variety. 

The second case is also one of double ovarian tumors; the 
following is the history: 
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Path. No. 1248. — Age, 57 years. The family and general 
previous history is unimportant. The onset of the present 
trouble began twenty years ago, when, while lifting a heavy- 
weight, she felt something "give way" in her abdomen. On 
examination she discovered a swelling about the size of an 
apple in the lower left quadrant. For about four years this 
steadily increased in size, at the end of which time it was as 
large as a full-term pregnancy. From then on until her meno- 
pause, which occurred six years ago, there was but little in- 
crease in size. For the last four years, however, it had grown 
rapidly. There were practically no subjective symptoms until 
three weeks before her admission to the hospital, except those 
caused by the great weight of the tumor. 

Physical examination showed a large, well-nourished woman; 
the heart, lungs and kidneys were normal; the abdomen was 
enormously distended; the greatest circumference was 63 
inches; from symphysis to umbilicus, 16 inches; from umbilicus 
to ensiform, 22 inches. 

At operation the tumor was tapped and removed without 
any very great operative difficulty. Sixty-six pints of straw- 
colored fluid were removed and a considerable amount was lost. 
On examination of the pelvic cavity after the removal of the large 
tumor, a small parasitic cyst, evidently having had its origin 
from the opposite ovary, was found and removed. 

The patient stood the operation well. The pulse and breath- 
ing, which, when she first came on the operating table, had 
been rather rapid, improved as soon as the intraabdominal 
pressure was normal. Before operation the patient weighed 
247 pounds and after operation 165 pounds. The convalescence 
was entirely normal until the twelfth day, when the patient 
was suddenly seized with a sharp pain in the right side of the 
chest, accompanied by dyspnea and tachycardia. These symp- 
toms gradually improved, but on the fifteenth day she had a 
similar attack, after which her convalescence was uninterrupted 
and she left the hospital on the twenty-eighth day after opera- 
tion, cured. The attacks were evidently due to embolism. 

The pathological report shows the right-sided tumor to be 
a parasitic dermoid about the size of a lemon, poor in 
blood supply, and containing hair, sebaceous material, and 
skin. It shows calcareous degeneration. The tumor of the 
left side is an enormous multilocular cyst, made up of five 
main cysts. These are relatively thin-walled and in some 
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areas show a poor blood supply. Some of the small cysts 
contain pseudomucin. One of the cysts is rather different from 
its fellows in general appearance, and on section contains se- 
baceous material, skin and hair. Another of the small cysts 
is covered on its inner surface by papillary masses, which on 
histological examination prove to be simple adenopapillomata. 
The pedicle is 5 cm. in breadth and 7 or 8 mm. in thickness. 
It seems probable that' the dermoid was the primary tumor 
and that the glandular cyst and the papilloma were of later 
origin. In the examination of a very limited portion of the 
literature of ovarian tumors, I have found a number of very 
large cysts reported. Perhaps the largest was a cyst removed 
by Mr. Cartiledge of Louisville, which weighed 245 pounds. 
Bullitt, in his report of this case, has collected the records 
of 23 other cases in which the tumor weighed over 100 pounds. 
In examining the histories of these cases of large ovarian cysts 
one is struck by two rather peculiar features; one is that in 
many cases there are few subjective symptoms except those 
produced by the weight of the tumor, and the other is how well 
these patients seem to stand operation. It would seem that in 
cases of large tumors, the necessarily greatly enlarged blood 
vessels and the lax condition of the abdominal walls would 
greatly favor the formation of emboli. Practically, however, 
this does not seem to be the case, as I have found but few records 
of such postoperative complications. Another very definite 
postoperative complication is the lax condition of the abdominal 
walls. It is most important that these patients should wear 
a firm abdominal binder for some time after operation. It 
would seem, theoretically at least, that ptosis of the stomach, 
colon, liver and other organs might easily result if this were 
neglected. It would be of interest to examine some of these 
cases a year or two after operation, to ascertain how much of 
the original tonicity of the abdominal wall had been regained. 
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Dr. Edward A. Schumann read a paper entitled, 

ADENOCARCINOMA OP THE ABDOMINAL WALL DEVELOPING SUB- 
SEQUENT TO THE REMOVAL OP BENIGN 
OVARIAN NEOPLASMS. 

Malignant tumors not infrequently develop in the scar 
tissue of the abdominal incision after laparotomy. The histo- 
genesis of such growths is well understood, and follows the 
general principles of tumor formation. There is, however, a 
peculiar type of adenocarcinoma sometimes appearing in the 
abdominal wall after ovariotomy for benign tumor, notably 
multilocular cysts, which is difficult to classify, and which is 
not explicable by the ordinary pathological processes. 

These growths have recently been carefully studied by Polano, 
who collected seven typical cases from the literature, and added 
one of his own. The following case coming under the writer '$ 
observation is added as the ninth reported instance of thif 
unusual tumor formation. 

The patient, M. B., 27 years, married, nullipara, was admitted 
to the Gynecean Hospital, March 12, 1905. She was a patient 
of Dr. H. D. Beyea, to whom I am indebted for the clinical 
material. Menstrual history as follows: Puberty at 15, flow reg- 
ular and painless, lasting four to six days, excessive in amount. 
Leucorrhea slight. General appearance, well nourished. Weight, 
148 pounds. No headache; sleep, appetite, and digestion good. 
Bowels regular. Urination normal. Previous history good — no 
rheumatism, no fever. Family history negative. Seven years 
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before admission patient had been operated upon by Dr. E. 
W. Hedges at the Muhlenburg Hospital, for a multilocular 
ovarian cyst. The cyst was tapped, drawn through the ab- 
dominal incision, and removed. The stump was treated with the 
Paquelin cautery and the wound closed without drainage 
Recovery was uneventful, save for a stitch-hole abscess. The 
patient remained well until two years ago, when she first noticed 
pain in lower abdomen, sharp and stabbing in character. Three 
or four months later a small lump appeared in the center of the 
incision and rapidly increased in size. At the time of ad- 
mission she had pain on the right side of abdomen and around 
umbilicus; no nausea, no vomiting, no chill or fever, no cough, 




Fig. 1. — Adenocarcinoma of Abdominal Wall. Note the uniformly typi- 
cal gland structure. 

dyspnea, or edema. There was progressively increasing swell- 
ing of the abdomen. 

On March 13, 1905, celiotomy was done; there was removed 
from the space between the peritoneum and rectus muscle, 
a tumor the size of a large cocoanut. The growth was excised, 
the peritoneal cavity being opened during the course of the 
operation. 

The convalescence was uneventful, but the patient remained 
well but a comparatively short time. Some six months later 
she was readmitted to the hospital and several recurrent 
nodules were removed. The patient then rapidly failed in health , 
and is now in the last stages of cachexia. 
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Specimen consists of a large tumor developing between the 
muscle and fascia in the abdominal scar of a laparotomy. The 
growth is reniform in shape and measures 14 cm. in length, 
7 cm. in width, and 7 cm. in thickness. It lay with its long 
axis parallel to the long axis of the body, and was densely ad- 
herent to muscle, fascia, and peritoneum. The surface of the 
tumor is covered with shreds of tissue, muscle, fascia, fat, etc. 
The growth itself is possessed of a dense, firm capsule, having 
a rather free blood supply. Upon section the tumor exudes 
a serous fluid. The consistency is in general fibrous, but areas 
of soft caseous tissue are scattered throughout the growth. 
The cut section is of a pinkish-gray color. At the upper end 
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Fig. 2. — Adenocarcinoma of Abdominal Wall. Note the perfectly 
formed glands and the close resemblance of the growth to a primary 
ovarian carcinoma. 



of the mass, a large cavity, 7 cm. in diameter, is noted. This is 
entirely filled with yellow, cheesy necrotic tissue. Several 
minor cavities are scattered throughout the growth. 

Microscopically, the growth consists of a well-developed 
connective tissue framework, rich in cells, which enclose and 
surround many areas of glandular tissue. The glands, simple 
tubular or branched, are uniformly lined with cylindrical epi- 
thelium, the nuclei being large, deeply stained, and situated 
at the bottom of the cell. In many glands the lining mem- 
brane is penetrated by the proliferating epithelium, which is 
heaped up in the surrounding connective tissue. There is 
generally but one layer of cells lining the gland, but in many 
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instances proliferation has gone on until there are several 
layers discernible. 

The bloodvessels are fairly numerous, their walls well de- 
veloped, arterial in type. Around the central area of de- 
generation of the tumor is noted much necrosis of the tissue, 
but no other change. Occasional areas of muscle and fat are 
present. The entire picture is that of an ovarian adenocar- 
cinoma, extremely rich in well-formed glands and cells, and held 
together by a rich celled connective tissue framework. 

The points to be noted in this case are these: Ovariotomy 
for multilocular cystadenoma seven years previously, the 
cyst tapped and drawn through the abdominal wall; absolute 
latency of tumor elements for seven years, with a then rapidly- 
growing tumor of the abdominal wall. 

Examination of the abdominal wall growth proves it to be 
highly malignant in character, and histologically correspond- 
ing closely in type to an adenocarcinoma of the ovary, with 
rapid emaciation, recurrence, and cachexia. It is at once ap- 
parent that ordinary processes of tumor development in scar 
tissue do not obtain in this case. The long period of freedom 
from invasion of the scar (seven years) with the then very 
rapidly-growing tumor, composed of highly specialized glan- 
dular elements, rather tends against the belief that the growth 
may have been primary in the abdominal wall. That the 
growth may have sprung from the urachus is possible, but this 
source is ruled out by the fact that the growth was entirely 
without the peritoneum (lying between it and the muscle), 
and that membrane was everywhere intact. There remain 
then three methods of development. First, an adenocarcinoma 
primary in some other organ than the ovary, with metastasis 
to the abdominal wall. Next, that the ovarian cyst was not 
carefully examined and contained carcinomatous areas with a 
resulting implantation of cancer cells into the incision. (This 
is combated by the very long period of latency.) Or lastly, 
that cells from benign ovarian growths may have become 
implanted on the tissue of the abdominal wall, and after a long 
period of absolute quiescence have suddenly become active 
and undergone malignant alteration. 

These modes of development are carefully discussed by 
Polano, but he too fails to come to a definite conclusion con- 
cerning such growths. 

In reviewing the reported case one is struck by the length of 
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time intervening between the primary operation and the de- 
velopment of the abdominal tumor. In the eight reported 
cases, the period ranges from 4 months (2 cases) to 7^ years. 
The average time was 2 years and 4 months. In the case under 
discussion the period of latency was at least 5, possibly 6 years. 
This factor is a strong point against a recurrence of a primarily 
malignant tumor, or a metastasis from a primary growth else- 
where, unless it be granted that the primary growth had its 
inception sometime subsequent to the original operation. 

The fact that, in the case in which this special form of glandular 
carcinoma of the abdominal wall is found, the primary growth 
was always a benign ovarian cystoma (in most of the cases a 
multilocular cystadenoma) is, while perhaps a coincidence, still 
a point in favor of some especial manner of development of these 
growths. 

Of the 8 collected cases, 6 were typical pseudomucinous 
multilocular cyst adenomata. One was a unilocular papillary- 
cystoma, and one was a papillary pseudomucinous cyst. Of 
the secondary abdominal wall growths, seven were adeno- 
carcinomata, strongly resembling adenocarcinoma of the ovary ; 
one in addition to the gland tissues contained scirrhous areas, 
while Polano's own case was a complicated tumor showing 
typical adenomatous areas, with some fields distinctly of sar- 
comatous change. This highly-organized type of neoplasm is 
very strong evidence against the growth being primary in the 
abdominal scar. "All primary tumors develop by means 
of a proliferation of existing cells, in combination with a new 
formation of bloodvessels" (Zeigler). There being no tubular 
glands lined with a single layer of cylindrical epithelium in 
the deep abdominal parietes, the growths cannot be primary 
there. As has been stated, the position of the tumor, extra- 
peritoneal with no involvement of the peritoneum, proves that it 
could not have developed from the urachus. We are left, 
then, two possibilities of histogenesis — that the ovarian cyst 
was primarily malignant with a direct implantation of cancer 
cells into the abdominal wall at the time of operation, or that 
the cells of a multilocular ovarian cystadenoma may, after a 
period of latency (when introduced into tissues rather inimical 
to their growths), take on individual malignant change and 
develop tumors such as have been described. 

The former mechanism is somewhat unlikely, since glan- 
dular carcinoma very rarely fails to recur, or if directly planted 
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upon living tissue to develop in a comparatively short period 
of time. Five and seven years seems too long a period of 
latency when the usual history of such tumors is taken into 
account. That benign cells may remain latent for long periods 
and then undergo rapid proliferation with malignant change 
is well authenticated; for example, Fischer reports an em- 
bryoma of the thigh, which first made its appearance in a woman 
of 51 years. The individual cells were purely embryonal in 
type. 

To sum up, then, we have a peculiar, highly specialized 
glandular tumor developing in the abdominal parietes some time 
after an ovariotomy for glandular cystoma. This phenomenon 
has been observed in eight similar cases. In all of these cases, 
with the exception of my own, careful histological examination 
of the cystoma was undertaken, and in no case was any evi- 
dence of malignancy discovered. The growth does not follow 
the ordinary principle of secondary tumor development, and 
for that reason it is fair to conclude that some more complex 
genesis underlies these formations. In default of a better 
solution, Polano's conclusion must be agreed to, that this 
special type of tumor has its origin in the direct implantation 
of benign cells, which, after a varying period of latency, develop 
in their new seat malignant changes with rapid proliferation. 

Dr. H. D. Beyea. — There is no question but that this tumor 
at the time of the primary operation was thought to be benign, 
a glandular cystadenoma of the ovaries. It developed directly 
in the scar, seemed to be attached throughout its whole length, 
and extended for some distance above and below. All of it was in 
front of the peritoneum. I dissected out as carefully as possible, 
going into the peritoneum so as to remove all possible malignant 
tissue. A large part of the rectus muscle was also removed. 
Later, x-tslv treatment was given by Dr. Shober and afterward 
by Dr. Pancoast, at the University. Dr. Schumann has pretty 
■ ell described the tumor. It was not at all similar to the 
multilocular growths. It contained no pseudomucin, but 
caseous material, as if it were undergoing degeneration. 

Dr. Wilmer Krusen. — Although it may not be pertinent 
to the subject of benign neoplasms I might say that two years 
ago I operated upon a patient 29 years of age for squamous 
celled epithelioma of the cervix. The disease recurred rapidly 
and within three months there was evidence of cancer in the 
scar. Although the abdominal wound was freely movable 
and not tightly attached to the scar tissue, this cancer developed 
anterior to the peritoneum. 
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Dr. D. M. Boyd presented 

A REVIEW OP FOURTEEN CESAREAN SECTIONS SUCCESSFULLY 

PERFORMED. 

Twelve of these cases have been already reported at length. 
The thirteenth case was operated on at the Medico-Chirurgical 
Maternity, October 9, 1906; and the fourteenth, a private case, 
was operated upon, February 15, 1906. It is the desire of the 
writer, in this paper, to review briefly his cases already re- 
ported; and to add to their number cases thirteen and four- 
teen, recently operated on. 

Case I. Flat, Rachitic Pelvis with Uterine Myomata} — Mrs. 
M., a negress, was admitted to the Philadelphia Lying-in Char- 
ity, May 21, 1896. She was a primipara, and had been in 
labor two days. She was septic and exhausted. We found 
that she was pregnant at term, and that there existed a com- 
plication, a myomatous condition of the uterus. Several 
tumors could be easily felt through the wall of the abdomen — 
one decidedly pedunculated. The fetal heart could nokbe heard. 
A foul discharge issued from the vagina. Careful measure- 
ments of the pelvis developed another phase of the case. We 
were not only dealing with a case of impossible labor, caused 
by a uterine tumor, but also with a flat, rachitic pelvis. Celio- 
hysterectomy was immediately performed. Before opening 
the uterus, a quantity of foul-smelling gas escaped. The child 
was dead. In spite of her septic condition, the mother made 
a good recovery. 

Case II. Scolio-rachitic Pelvis? — A second elective Cesarean 
section in the same individual. Mrs. C, aged 30 years, 
was admitted to the Philadelphia Lying-in Charity, August, 
1897. She was well advanced in the last month of gestation. 
In 1882, Dr. C. P. Noble had delivered her by the 
elective Cesarean section; August 12, 1897, 8 the second elec- 
tive celiohysterotomy was performed. The abdominal incision 
was made at the side of the old scar and omental adhesions 
were loosened, when it was found that the uterus and ab- 
dominal wall were firmly united at the lower angle of the 
old incision. The uterus showed no evidence of the first 
incision. The silk sutures used could not be found. Result: 
Baby alive, mother made a good recovery. 

Case III. Coxalgic Pelvis. — Mrs. F. was admitted to the 
Medico-Chirurgical Maternity, October, 1897. She was an 
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American, aged 24 years; and a secundipara, in the last month 
of gestation. At five years of age, she had developed hip- 
joint disease, which finally resulted in ankylosis. She went about 
on crutches until her twelfth year. In June, 1896, she was 
delivered of her first child, by craniotomy, after a long labor. 
Celiohysterotomy was performed on October 16, 1897, after 
a test of labor for ten hours. Result: Baby healthy; mother 
recovered. 

Case IV. Generally Contracted Pelvis. 5 — Mrs. K., a white 
multipara, was admitted to the Medico-Chirurgical Maternity, 
October 3, 1896. She had had six pregnancies. The first, sec- 
ond, and third had ended in craniotomy; the fourth, fifth, 
and sixth had been induced prematurely, at about the two hun- 
dred and fiftieth day, without success. She was pregnant for 
the seventh time, and well advanced in the last month. The 
elective celiohysterotomy was performed October 6, 1898. 
Result: Baby alive; mother nicely recovered. 

Case V. Scolio-rachitic Pelvis? — A third Cesarean section 
on the same individual. 

Mrs. C. (Case II) was admitted to the Medico-Chirurgical 
Maternity, February 13, 1900, already fourteen hours in labor. 
Three years previously she had been delivered a second time 
by Cesarean section. A third celiohysterotomy was per- 
formed, February 13, 1900. The incision was made this time 
over the old scar. Extensive omental and uterine adhesions 
were found, necessitating a transverse fundal cut through 
the uterine wall. Result: Baby alive; mother made a rapid 
recovery. 

Case VI. Obliquely Contracted Pelvis. 1 — Mrs. B., aged thirty- 
seven years, a third time pregnant, was admitted to the Phila- 
delphia Lying-in Charity, February 28, 1900. Her first labor 
had been long, she having finally been delivered of a dead baby 
by forceps. The second labor had ended in a craniotomy. As 
the result of these two instrumental deliveries, the soft parts were 
badly torn, demanding, two years later, the removal of the 
left ovary, a trachelorrhaphy, and a ventrosuspension. 

After a test of labor (fourteen hours), celiohysterotomy 
was performed. An interesting point in the operation was the 
effect of pregnancy upon the suspension of the uterus. For- 
tunately, it was not firmly attached; else we might have had 
another cause for obstruction. The growing uterus had left 
its point of attachment, and a cord-like band, six inches in 
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length, was found extending from the fundus, over the an- 
terior wall of the uterus, to the point of attachment. Result: 
Baby alive; mother made an easy recovery. 

Case VII. Flat, Rachitic Pelvis. 8 — Mrs. R., aged 26 years, 
white, was admitted to the Philadelphia Lying-in Charity, 
August 28, 1900. She was near term. She had had three 
labors, ending disastrously to the baby. The first had been a 
high -forceps delivery. The second and third had ended in 
craniotomy. Elective celiohysterotomy was performed. An 
attempt was made to sterilize the patient by removing a section 
of each tube, and then ligating both ends. It has, so far, been 
a success. Result: Baby alive; mother recovered. 

Case VIII. Generally Contracted Pelvis. 9 — Mrs. B., aged 
27 years, a negress, was admitted to the Philadelphia Lying-in 
Charity, February 8, 1 901, in labor eleven hours. She had had 
three hard labors, with three dead babies. The forceps was ap- 
plied, and judicious traction made; but, failing to advance 
the head, the patient was prepared for section. Celiohyster- 
otomy was rapidly performed, and a living baby delivered. 
The operation was of no special interest, other than as regards 
the fact that we cut down upon the placental site. In two or 
three other cases, the placenta occupied the same position, name- 
ly, the anterior wall of the uterus. Result: Baby alive; 
mother recovered. 

Case IX. Generally Contracted Pelvis. 10 — A second Cesarean 
section in the same individual. Mrs. B. (Case VIII) returned 
to the Philadelphia Lying-in Charity, February 2, 1903, already 
actively in labor. Again, the following measurements were 
taken: Interspinous measurement, 23 cm.; intercristal, 25 
cm.; external conjugate, 15 cm.; diagonal conjugate, 9.5 cm.; 
true conjugate, 8 cm. Having the previous history to guide 
us, and the labor again being obstructed, celiohysterotomy was 
again performed. Omental adhesions were found, and the 
uterus was attached to the abdominal wall. The uterus was 
freed, and a portion of omentum removed. The Fallopian 
tubes were resected, hoping to sterilize the patient. Result: 
Baby at term and alive; mother recovered. "\ 

Case X. Generally Contracted, Rachitic Pelvis. 11 — Mrs. S M 
a negress and a primipara, aged 17 years, was admitted to the 
Philadelphia Lying-in Charity, April 15, 1903. The following 
measurements of the pelvis were made: Interspinous measure- 
ment, 25 cm.: intercristal, 25 cm.; external conjugate, 17 cm.; 
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true conjugate, 7.5 cm. She went into labor on the evening 
of May 24, but made little progress, the head remaining high 
and movable above the pelvic brim. At 5 a.m., she developed 
an eclamptic convulsion. Celiohysterotomy was performed 
at 12.30 p.m., May 25. The baby was asphyxiated when de- 
livered, but soon began to breathe. Albuminuria existed 
during the first week of the puerperium, and then disappeared. 
Result: Baby alive; mother recovered. 

Case XI. Rachitic Pelvis. 12 — Mrs. S., a white multipara, 
aged thirty years, was admitted to the Philadelphia Lying-in 
Charity, July 5, 1903. She had had her last menstrual period 
on October 20, 1902. In 1899, ghe had been delivered by 
craniotomy, having been badly torn and having become septic. 
These injuries had left her with a rectovaginal fistula. In 1902 
she had miscarried at seven months. The pelvic measurements 
were as follows: Interspinous, 18 cm.; intercristal, 18 cm.; 
external conjugate, 15.5 cm.; internal conjugate, 7.5 cm. The 
head presented and was bulging well over the pelvic brim. 
There was no attempt at engagement. With the history of the 
previous labor to guide us, and the patient being anxious for a 
living child, an elective celiohysterotomy was performed on 
July 28. In this case, a wedge-shaped incision was made 
at the cornua of the uterus, and the wound closed with silk 
sutures, thereby resecting the tubes and closing the uterine 
ends, after a method suggested by Williams. Result: Baby 
alive; weight, seven pounds and a half; mother and infant 
left the hospital in four weeks, fully recovered. 

Case XII. Rachitic Pelvis. 13 — Mrs. , a negress and a 

primipara, aged 18 years, an American, was admitted to the 
Medico-Chirurgical Hospital, October 3, 1903. Her last men- 
strual period had been on February 22, 1903 ; and from her own 
calculations she expected her confinement on November 29 
The patient showed marked evidences of congenital rachitis, 
and gave a clear history of the same. She had the characteristic 
general bony and pelvic deformities. The following measure- 
ments of the pelvis were made: Interspinous, 22 cm.; inter- 
cristal, 22 cm.; external conjugate, 16 cm.; diagonal conjugate, 
7.5 cm.; true conjugate, 6 cm. The elective Cesarean section 
was performed for the absolute indication. The patient made 
an uneventful recovery, and left the hospital December 15, 1903, 
in good condition. 

Case XIII. Generally Contracted Pelvis, with Exostosis 
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Over the Promontory of the Sacrum. — Mrs. C, a secundipara, 24 
years old, born in the United States, was admitted to the Medico- 
Chirurgical Maternity, on September 23, in the last month 
of gestation. On June 12, 1902, she had been delivered of her 
first child, the labor, which was long, having been complicated 
by eclampsia, and having ended in the birth of a dead child. 
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Case XIV. 



She had a markedly contracted pelvis. The following measure- 
ments were made: Interspinous, 23 cm.; intercristal, 26 cm.; 
external conjugate, 17 cm.; true conjugate, 7.5 cm. On internal 
examination, the head was found presenting. It was very high, 
standing out very prominently over the pelvic arch. The 
patient went into labor October 8, during the night. The 
presenting part did not advance. Taking into consideration 
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the history of her first labor, which had ended disastrously to the 
child, and as the degree of contraction seemed to contraindicate 
high forceps or version, on October 9, after a twelve hours' 
labor, Cesarean section was decided upon as the best solution of 
the problem. Celiohysterotomy was done, and the child 
rapidly extracted. The mother made a good recovery, with- 
out any complications, the temperature never reaching ioo° F. 
The infant's weight at birth was seven pounds, ten ounces. 
A point of interest in the operation was the discovery of an 
exostosis projecting from the promontory of the sacrum, which 
added materially to the contraction of the conjugate. 

Case XIV. Labor Obstructed by Anterior Fixation of the 
Uterus. — Mrs. M., aged 33 years, a multipara, born in the United 
States, was seen by the writer in consultation on February 15, 
1906. Her previous history is as follows: 

Previous History. — Her first-born child is 10 years old. This 
labor was not difficult. Two years after this child's birth, and 
eight years ago, for the relief of retrodisplacement of the uterus, 
it was fixed to the anterior abdominal wall. A stitch-hole 
abscess prolonged the convalescence. Three years after this 
operation, her second child was born, after a difficult labor 
which was ended with forceps. The child was born alive. 

Present History. — The patient is pregnant at term, and al- 
ready twenty hours in labor. She states that she has had much 
discomfort throughout most of the pregnancy, chiefly a dragging 
sensation and pain in the ovarian region. The membranes rup- 
tured soon after the onset of labor. The pains at first were strong 
and intermittent, but now are less severe and almost continuous. 

Examination. — The uterus, the size of a pregnancy at term, 
is irregular in shape, suggesting a transverse presentation. A 
marked depression is seen on the abdomen, at the place of 
attachment of the uterus to the abdominal wall. The pelvis 
is normal in size and shape. The vagina is dilated, and the 
cavity of the pelvis empty. High up, and near the sacrum, 
is felt with difficulty the cervix, which, even after a test of 
20 hours' labor, is not dilated. A large mass, the thickened 
anterior wall of the uterus, is felt at the brim of the pelvis 
and completely occluding the inlet. With difficulty, the finger 
is inserted into the cervix; and the presenting part cannot 
be positively diagnosed. The child is in an imperfect oblique 
position, with the head to the right. The fetal heart is heard, 
but not distinctly. 
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Operation. — As the patient had been a long time in labor, 
with some of the early symptoms of obstruction, she was im- 
mediately prepared for operative interference. Anticipating 
section, several hours elapsed before ether was given her. Even 
with the relaxing effect of anesthesia, the cervix remained high, 
and the obstructing tumor could not be displaced. Craniotomy 
could not have been performed. Section was the only method 
of delivery possible. 

Upon opening the abdominal cavity, the uterus was found 
bound down in front. It was drawn into the wound, a longi- 
tudinal incision was made, and the child was rapidly extracted. 
Now the tumor (the hypertrophied anterior wall of the uterus) 
could be distinctly felt as a spherical mass, projecting into the 
cavity of the uterus. 

After liberating the uterus from its point of attachment to 
the anterior abdominal wall, the incision, now on the posterior 
wall of the uterus, was closed. The convalescence was unevent- 
ful. The mother and child are doing well. 

In Case I the patient was septic and the pelvis was rachitic. 
In addition, she had a large fibroid on the pelvis. In this 
case, operated upon in 1896, hysterectomy was performed. 
In the thirteen cases following, the patients were in fairly 
good condition and the simpler operation, hysterotomy, was 
done. 

In the first case, the child had been dead some time before 
the operation. With this exception, the list is without maternal 
or fetal mortality. 

In Case II Mrs. C. has three Cesarean-born children living 
and healthy, their ages being, respectively, 14, 9, and 6 years. 
The mother is in good health. 

In Case III coxalgia occasioned the pelvic deformity. This 
woman's first labor was terminated by craniotomy. 

In Case IV the patient had had six dead infants. Three 
times had labor been prematurely induced, without success. 

In Case VIII the patient lost her first Cesarean-born in- 
fant in its second year. By repeating the operation she now 
has a living child. 

In Case XIV the obstruction to labor was the thickened an- 
terior wall of the uterus. In all the other cases a pelvic de- 
formity existed. 

Three of the patients were primiparae. Two of these had 
the test of labor. In the third case, with a rachitic pelvis of 
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6 cm. in the true conjugate, the elective operation was per- 
formed. 

In the majority of the cases, only the relative indication 
for section existed. The guides to the solution of the problems 
were, first, the history of a previous labor; and second, a test 
of labor. 

Cesarean section is frequently performed to-day (some would 
say, too frequently). The results, in the hands of the com- 
petent operator, are so successful that, in conclusion, I shall 
say only a word in regard to one disputed question in the 
treatment of pelvic deformity, namely: the induction of pre- 
mature labor. This operation has its advocates and those 
that strongly oppose it. I shall take the liberty to draw upon a 
previous paper upon this subject, which covers my views: . 

"The induction of premature labor would be a wise pro- 
cedure, were it possible to measure accurately the length of the 
period of gestation. I have never been able to satisfy myself 
that this is possible, and prefer to permit the patient to go to 
term. 

Hirst," favoring the induction of labor, says: "If the 
conjugate diameter measures as low as 9.5 cm., it is a safe plan 
to induce labor four weeks before the expected term of preg- 
nancy." 

Ncrris 15 states that he is inclined to feel that Cesarean 
secticn is too frequently resorted to; he reports twenty -nine 
cases of induced labor, with no maternal mortality, and only 
10 per cent, of fetal mortality. He would resort to induction of 
labor only in pelves of minor degrees of contraction. 

Reynolds, Williams, and Edgar, on the other hand, prefer to 
permit the patient to go to term, giving her the trial of labor, 
and then instituting the method of delivery most expedient. 

The high fetal mortality and the difficulty of estimating 
the length of gestation have led many to follow the expectant 
plan. Kleinwochter, after an exhaustive study of the subject, 
concludes that 78.3 per cent, of the children are born alive; tut 
that many of them die soon after birth, and only 60.4 per cent, 
leave the hospital in good condition. 

Is the induction of premature labor justifiable, admitting 
the difficulty of estimating the length of gestation? 

My experience has not been as satisfactory as that of those 
who advocate this operation. Even with a clear menstrual 
history, we must admit the fact that the patient may have 
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conceived at any time before the next menstrual epoch, a period 
covering three weeks. Then, again, in some cases it is impossible 
to get the menstrual history. These cases must, of course, be* 
excluded from this method of treatment. Moreover, the 
methods of inducing labor are not. always satisfactory. The 
Simpson method, the introduction of one or two bougies into 
the uterus, does not always bring on labor promptly; the bougies 
sometimes rupture the membrane, and in some cases this neces- 
itates hydrostatic methods of dilatation. I, therefore, feel 
that I can best serve my patient by permitting her to go to 
term. 

How frequently have we all prepared for a difficult forceps 
operation — version, symphyseotomy, and even Cesarean sec- 
tion — and then had the labor end spontaneously. Admit- 
ting this fact, how can one, four weeks before the end of gestation, 
feel sure that the induction of premature labor is indicated? 
Each case must be a study in itself. In the primipara, the 
course to pursue will be more intricate than in the multipara; 
for in the latter cases one has the history of the previous labor to 
guide one. In the majority of cases, the forceps will suffice. 
Failing in this method, version or pubiotomy is indicated, 
or Cesarean section in the exceptional cases. 
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Dr. Stricker Coles. — I would like to have heard Dr. Boyd 
speak of the mortality following his operations. He men- 
tioned one case in which his patient was in fairly good health 
after three Cesarean sections ; but most of his cases have had 
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craniotomies, or difficult forceps operation which would give 
bad after-results. We want not only to accomplish safe de- 
liveries, but also to leave the patient in good condition. I 
am in favor of broadening the field of Cesarean section. When 
we can save the life of the child and of the mother, as we can 
when we have the woman early enough, it should be done. I 
still hold, however, that induction of labor is an operation which 
should be largely employed. It is not to be abused, and I 
do not think the induction of premature labor should be done 
too soon. This would give poor results to the child's life. 
The cases in which I have used induction of labor with the 
best results are those in which there is a tendency for the preg- 
nancy to go over time. For instance, I recall three cases in 
which the woman had lost four children. The development 
of the child's head would certainly indicate that the gestation 
had gone beyond the normal period. One case consulted an ob- 
stetrician, but he assured her that there would be no difficulty. 
He examined her four weeks before labor, but he did not con- 
sider that the child was going to continue growing. At the 
time of labor, after waiting for dilatation of the parts and for 
the child to be expelled, they sent for me. I found a parietal 
presentation with depressed fracture of the parietal bone. 
The head had not engaged and the only way I could attempt 
to deliver the child was by version. The child was lost. Such 
cases as this are those in which induction of labor is the operation. 
The estimation of the period of gestation does not usually 
bother me. I base my judgment as to time for inducing labor 
upon the examination — fitting of the child's head into the pelvis. 
I have used the bougies and my method is to remove the bougie 
as soon as labor begins and allow the labor to proceed normally. 
When considering the mortality of Cesarean section, we should 
not take statistics based upon an operation done twenty or more 
years ago, but upon those done in the last five years. We will 
find in this way that operators have had a large number of 
Cesarean sections with small mortality, less than 5 per cent. 
We can save not only the child but the mother in a great many 
cases, and leave her in good condition. 

Dr. William H. Nicholson. — I fully agree with what Dr. 
Coles has said regarding the method of treatment of these cases 
of contracted pelves. The determination of the period of 
gestation by the woman's menstrual history may « ften be 
difficult, particularly in women whose menstruation is irregular. 
If, however, there is a careful estimation of the relative size 
of the child's head and the particular pelvis there is really little 
difficulty. The attempts at actual measurements of the fetal 
head have been of no value. Regarding the method of in- 
duction of premature labor, I think those who simply use the 
bougies wait much longer than is necessary for the results. I 
think the Voorhees bag or similar device is a great addition to 
the bougie method. I do not take the bougies out until the 
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labor is well under way, and I have not seen any bad results. 
A good deal of the difficulty in labors induced by those not ac- 
customed to the work is due to the fact that the bougies are 
placed in the lower uterine segment and stay there without 
bringing on labor. The statement that a previous labor is 
a guide to subsequent ones is apt to deceive the obstetrician, 
because a woman is often better able to deliver herself with 
the first child than with the second, owing to the strength of 
the muscular contraction of the uterus. With reference to 
pubiotomy as a substitute for Cesarean section, it is interesting 
to note that in the work of the Germans there is a strong tend- 
ency to discard the operation so praised by Doderlein, because 
of its difficult nature and because it does not give better results 
than symphyseotomy, and also because in doing a pubiotomy 
it is necessary to do a vaginal operation. One of the most 
interesting phases is the question of abdominal Cesarean section 
taking the place of accouchement force* in certain cases of 
eclampsia, placenta praevia, and previous separation of the 
placenta with undilated cervix. In extremely rare cases there 
is an indication for the performance of Cesarean section in all of 
these conditions. As a rule other and conservative methods are 
indicated, the most radical method required in a hospital clinic 
being probably the so-called vaginal Cesarean section, which, 
of course, is a misnomer. It seems to me, however, that if a 
man is "up against it" in a private house, the patient having 
an undilated cervix and being within a month of term, an 
abdominal Cesarean section would be better treatment than a 
vaginal Cesarean section. I know this will meet with some 
criticism; but it unquestionably requires less skilled assistance 
for the proper performance of an abdominal Cesarean section than 
for a vaginal. 

Dr. Wilmer Krusen. — Dr. Nicholson's remarks recall to my 
mind a case in which abdominal section was performed by a 
general surgeon when it was found that the patient was four 
months pregnant. The abdomen was closed, but adhesions 
formed. I was called to see the woman in labor. The home 
was a country farmhouse and two physicians had attempted to 
deliver the woman. I made an unsuccessful attempt to de- 
liver with forceps; uterine rupture threatened. Then, with 
the assistance of the help that I had, I opened the abdomen 
and although the child was dead, I believe I saved the mother's 
life by this procedure rather than by doing a prolonged oper- 
ation through the vagina. 

Dr. H. D. Beyea. — Looking over the histories of 18 cases 
of Cesarean section in which ventrosuspension had been per- 
formed, I fornd that nearly all occurred before the period of 
i8q6, when the operators throughout this country and Germany 
did what we now call ventrofixation. The operation of ventro- 
suspension has been credited with this. In nearly all of the 
other cases no statement was made as to when operation was 
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performed, or whether the fixation caused such obstruction to 
labor that Cesarean section was necessary. I would like to 
ask Dr. Clark if he has had any such case following suspen- 
sion. 

Dr. John G. Clark. — Williams reported a Cesarean section in- 
cident to fixation, but I have not known of or seen personally a 
Cesarean section following a true ventrosuspension. 

Dr. Boyd, inclosing, said: Dr. Coles favors the induction 
of premature labor. I feel rather skeptical about women going 
over time. I think it requires a very fine diagnostician to be 
able to tell, from the size of the baby, whether a woman is at 
term or still has a few weeks to go. I would not consider that 
wise, because we all know some women at eight months have a 
seven or eight pound baby, and that some women at term have 
a small baby. I think that would be bad obstetrics. We all 
know that the premature baby does not stand operative in- 
terference well. We can only measure the pelvis fairly well 
and get the true conjugate with satisfaction, but we cannot 
measure the size of the child's head. It seems to me that the 
wiser course might be to let the woman go to term and even 
subject her to Cesarean section. With the results I have se- 
cured I feel that I am justified in pursuing that course. Re- 
garding the morbidity of my cases, I do not recall any serious 
complications of the puerperium. In my last case the woman 
had been in labor a long time and there was slight elevation 
of temperature, but there was no stitch-hole inflammation. 
She had had a ventrofixation eight years before (after the time re- 
ferred to by Dr. Beyea). The uterus had been firmly fixed 
to the abdominal wall. I am glad to hear Dr. Nicholson spealc 
well of Cesarean section in placenta praevia. In a paper pre- 
sented upon this subject in 1900, I was pretty well criticised. It 
is being done to-day and it seems to me that Cesarean section 
has a narrow field of usefulness in this condition. I have seen 
three cases of Cesarean section following ventrofixation; one 
was Dr. Noble's case, one Dr. Ashton's, and one was my own 
case. Dr. Ashton's case had been operated upon by a dis- 
tinguished gynecologist in this city. Dr. Noble's case died; 
also Dr. Ashton's; my own case was fortunate enough to re- 
cover. 

Dr. G. M. Boyd reported a case of 

MENINGOCELE OF UNUSUAL SIZE. 

Hernia of the meninges is not a very rare deformity in the 
newborn. The size of the tumor in the present case, however, 
seems to me of sufficient interest to warrant this report. 

Erickson, in his "System of Surgery," speaks as follows: 
"Congenital hernia of the membranes of the brain is some- 
times met with in the form of meningocele, or of encephalocele. 
In the former, the protruded sac is filled with fluid ; in the latter, 
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it contains also cerebral substance. The diagnosis between 
the two conditions is generally difficult, and is of little practical 
importance. The disease is usually speedily fatal. 1 ' Z. Law- 
rence finds that of thirty-nine instances in which it occurred, 
twenty-one were males, eighteen females; that the 
protrusion may vary from the size of a pea to a tumor exceed- 
ing that of the child's head; and that the occiput is its chief 
seat, of seventy-nine cases, fifty-three being in this situation. 
The hernia may occur at any of the unossified points of the 
skull, and has been observed, in a case described by Lichtenberg, 
to protrude from the base of the skull through the mouth. 




Meningocele. 



Surgery offers little in tnese cases, though in one instance Paget 
used injections of iodin with success; and in another, when 
sloughing of a portion of the tumor was taking place, An- 
nandale applied a ligature to the pedicle and removed the 
tumor, the child recovering completely in spite of an attack 
of measles. In another case, the portion of brain was suc- 
cessfully sliced off, the patient surviving. 

Simple meningocele, when the coverings of the brain pro- 
trude through the skull, forming a cyst filled with a clear fluid, 
is most frequently met with. Next in frequency, the hernial 
sac contains, in addition to the fluid, nerve-elements or brain- 
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substance, the distended posterior cornua of the lateral ven- 
tricles. Least frequently is found the encephalocele. All 
these tumors, as a rule, are located in the occipital region. 

Holt says that in meningocele, when the tumor is covered 
by integument, the prognosis is good. The consensus of opinion 
is that, if possible, it is better to attempt no surgical inter- 
ference until the infant is three to six months old. Two methods 
of operation are resorted to: (i) The Injection Method; (2) 
Excision of the Tumor. 

(1) In the first method, a needle is inserted into the side of 
the tumor, and a portion of the fluid withdrawn. Iodin so- 
lution is then injected for the purpose of obliterating the sac 
Morton's fluid, consisting of iodin, gr. ix; iodide of potassium, 
gr. xxx ; and glycerin, oz. £, is recommended by some. 

(2) The excision method is now frequently resorted to. 
The operation is performed by making an elliptical incision on 
each side of the growth. The hernial sac is then opened and 
dissected away, and a ligature is placed close to the bony fora- 
men. The integument is then made to cover over the stump. 

Report of Case. — September 15, 1903, I saw, in consultation, 
the patient, less than one day old. 

Family History. — The father, aged 38, was born in America. 
Good family history. No specific or tubercular taint. The 
mother, aged 36 years, was born in America. Family history 
negative. She had had two children, living and healthy. 
Her last child, born September 13, 1905, was our patient. 

The family physician told me that the labor was not com- 
plicated. This fact seems surprising, because of the size of the 
tumor. It occupied the occipital region and preceded the 
birth of the vertex. The tumor showed marked evidence of 
contusion, probably brought about by cervical pressure. 

Physical Examination. — The child was normal in size, slightly 
emaciated. About an inch below the posterior fontanelle was a 
distinct pedicle, which supported a large hernial tumor. The 
hair of the scalp was continued on the neck, and extended some 
distance over the tumor. The skin showed patches of ec- 
chymotic discoloration. The tumor, for the most part, had a 
thin wall and was transparent, except at the neck. On pres- 
sure, one elicited marked fluctuation. The tumor exceeded the 
infant's head in size. The longest diameter, was about six inches; 
transverse diameter, about five inches; diameter of opening 
in occipital bone, about one inch. The infant seemed to suffer 
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no inconvenience from the growth, except when its position 
was changed or when the tumor was pressed upon; then the 
child would cry out. 

Operation. — The radical cure by amputation of the sac was 
performed on September 15, without anesthesia. An in- 
cision through the skin at the neck of the tumor was made, 
and the sac exposed. The intracranial fluid was then slowly 
withdrawn. The infant showed marked evidences of shock, 
became pale, and for a time ceased to breathe. These symp- 
toms, however, soon disappeared. The hernial sac was then 
dissected away, and closed in with a continuous suture of cat- 
gut. The skin was sutured with the same material. 

The infant made a rapid recovery from the operation. It 
gained in weight, and seemed to be well for three months, when 
it began to develop acute hydrocephalus. As the head in- 
creased in size, the body lost in weight. The infant is now 
six months old, is poorly nourished, and has the characteristic 
separation of the sutures and the large bulging fontanelles. 

Dr. George Erety Shoemaker rep rted a case of 

RUPTURED EXTRAUTERINE PREGNANCY WITH AMNIOTIC 
SAC INTACT. 

It is not uncommon to see a specimen of early abortion with 
the product of conception delivered entire, the liquor amnii 
being still within the sac and surrounding the fetus. It is 
less common to see a free abdominal hemorrhage, the fetus 
in the sac, still surrounded by a clear fluid and the sac floating 
through the tubal rent. 

Mrs. T., aged 31 years, had had three children, the last two 
and a half years ago. Her menstruation was normal in type, 
and she was in good health. She considered herself about six 
weeks pregnant, the menses having been absent a little more 
than that time. Two weeks before she was seen, there had 
been a sudden severe abdominal cramp, she thought in the 
uterus. Since that she had been perfectly well until March 13, 
when about midday she ate heartily of soup, pie and peanut 
candy. To this indiscretion in diet she attributed the severe 
abdominal pains and violent vomiting which occurred in the 
next six hours. During the night following there was very 
severe pain and weakness, for which she took eight tablets of 
chlorodyne, each containing one-eighth of a grain of morphine. 
About 8:30 on the following morning she was seen for the 
first time by a physician, Dr. A. E. Blackburn, who at once 
recognized the gravity of her condition, the pulse being small 
and very rapid, the pupils contracted, the mentality blunted, 
probably from morphine, but there was striking pallor sud- 
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denly developed in a woman of naturally ruddy complexion. 
Dr. Blackburn feared ruptured extra terine pregnancy and 
promptly summoned the writer. The diagnosis was con- 
firmed, the patient removed to a private room in the Presby- 
terian Hospital, and laparotomy immediately performed. 

A short median incision developed large quantities of bright 
blood followed by soft black clots. Free hemorrhage was 
going on from the loose fronds of placenta which protruded 
from a rupture in the right tube. The tubal sac was about 
three inches in length and about one and a half in diameter. 
Alongside the placental fronds there floated from the sac open- 
ing a beautiful transparent membrane containing the fetus 
and liquor amnii, the latter perfectly clear. The specimen shows 
the sac still unruptured. The fetus was a little more than an 
inch in length. The diseased tube was tied off and its cor- 
responding ovary allowed to remain. Copious irrigation for the 
removal of blood. The time of operation was twelve minutes 
to the beginning of suturing and twenty-one minutes to the 
end of the same. Though the patient was in collapse with 
a pulse of 160 when the operation was begun, she made a com- 
plete and aseptic recovery, leaving the Hospital in four weeks. 

An interesting feature of this operation was that when this 
patient's husband, a stranger in his locality, called up the Tel- 
ephone Information Bureau, he had the good fortune to be 
referred to a physician, who was able to recognize extrauterine 
pregnancy in spite of the complication of the diagnosis by acute 
indigestion and vomiting produced by improper food. 

Dr. Wilmer Krusen showed a specimen of 

UNRUPTURED ECTOPIC GESTATION SAC. 

Operation was performed three hours after the diagnosis was 
made, and before the tube had ruptured. The patient was 
aged 39 and had the history of eleven years of sterility. She 
made an excellent recovery. 



Dr. J. Whitridge Williams of Baltimore made an address 
upon the 

TOXEMIC VOMITING OF PREGNANCY. 

and based his remarks upon the articles upon the same sub- 
ject which appeared in the Bulletin of the Johns Hopkins Hos- 
pital and the American Journal of Medical Science for 1906. 

He stated that as the result of his experience it seems permis- 
sible to classify cases of serious vomiting of pregnancy into three 
groups: 1, reflex; 2, neurotic; and 3, toxemic. In the first the 
condition is apparently associated with some distinct abnormality 
of the generative tract, such as the existence of retroflexed preg- 
nant uterus, or an ovarian tumor. Under such circumstances the 
vomiting ceases upon the replacement of the uterus or the re- 
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moval of the tumor. In the neurotic group, the vomiting is a 
manifestation of a neurosis, somewhat allied to hysteria, and can 
be cured by suggestion, provided it is properly applied by one who 
is confident of his premises. 

The toxemic variety, on the other hand, is the most serious dis- 
ease, and is a manifestation of a profound disturbance of metabol- 
ism. In cases which go to autopsy profound lesions of the liver 
are noted, analogous to those observed in acute yellow atrophy. 
The urine also presents characteristic changes, in that there is a 
marked increase in the ammonia coefficient. By this is meant 
the percentage of the total nitrogen of the urine which is excreted 
in the form of ammonia. Normally this varies between 3 and 5 
per cent., but in toxemic vomiting it may rise 10, 20, 30, or even 46 
per cent., as in one of his cases. Albumen and casts are not present 
except in the terminal stage of the disease. In the latter part of 
the affection the patient vomits without effort large quantities of 
"coffee ground" material and dies in coma while still well nour- 
ished. 

In neurotic vomiting, on the other hand, such urinary changes 
e absent, and Dr. Williams believes that the increase in the am- 
mia coefficient affords a most valuable means to diagnosticating 
ween the former and the toxic variety. He then exhibited a 
jmber of charts confirming this statement. 
^JSuch a differentiation is most necessary, as it is impossible by 
*~ ordinarily clinical methods to distinguish between the two con- 
tions until the patient is too far gone to be helped, as it fre- 
uently happens that two women may appear equally ill, and yet 
the one will be suffering from the neurotic and the other from the 
toxemic variety of vomiting. In the former case a few days of 
suggestive treatment will effect a cure, while in the other prompt 
abortion is necessary in order to save the patient's life, and even 
then the organic changes accompanying the condition may have 
progressed to such an extent as to be incompatible with life. 

Dr. Williams does not consider that the liver lesion is primary, 
but holds that it is a result of profound disturbance in metabolism 
concerning whose origin we are ignorant. He does not claim that 
a high ammonia coefficient occurs only in this condition, as he 
knows that it may occur in other instances, but in the present state 
of our knowledge he believes that it is a valuable sign of impend- 
ing danger in pregnant women suffering from uncontrollable vom- 
iting. 

Dr. Richard C. Norris read a paper on 

THE TREATMENT OF PERNICIOUS VOMITING OF PREGNANCY. 

Hyperemesis gravidarum is said to occur about once in a 
thousand pregnancies, and when treated by drugs alone the mor- 
tality is about 59 per cent. The rarity of this disease is fortunate 
since there is no complication of pregnancy so treacherously dan- 
gerous, and none in which the most searching investigation with 
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modern laboratory methods offers so little aid to prognosis and 
treatment. The enormous literature of this subject, which has 
noted the relations of diseases of the alimentary tract, of the pel- 
vic organs, even of the brain, and which has studied the disease 
from the neurotic, the reflex, and the toxemic viewpoints, empha- 
sizes the fact that there must be various etiological factors, and 
makes it clear that the etiology of a given case should be correctly 
determined, otherwise the treatment is wholly empirical and likely 
to fail. It is natural that the obstetrician should first determine 
whether or not there is any demonstrable abnormality of the pelvic 
organs. Cases are recorded in which the vomiting has promptly 
been relieved by removing an ovarian or uterine tumor, by cor- 
recting anterior or posterior displacements of the uterus, stretch- 
ing periuterine adhesions, repairing deep cervical lacerations, and 
treating locally erosions or catarrhal inflammation of the cervical 
endometrium. In my experience such lesions have been unim- 
portant, and the same statement is true of organic diseases of 
the gastrointestinal tract. A gastric ulcer, catarrhal gastritis, 
grave anemia, diseases of the pancreas, of course may be a com- 
plication of pregnancy. Fecal absorption is commonly associated 
with the aggravated nausea and vomiting of pregnancy, but I 
have never known it to be a cause of pernicious vomiting. When- 
-ever there is a suspicion of organic disease of the digestive organs 
it is well to have associated with one a medical clinician. Indeed, 
the methods of his laboratory are always desirable, and sometimes 
are of real assistance. The cases of reflex vomiting arising from 
abnormalities in the ovum, or from simple distention of an irritable 
uterus, are not to be diagnosed by any means known to our prac- 
tice, but they unquestionably form a class of cases, and are only 
to be relieved by emptying the uterus. An individual's experience 
with a disease so rare as pernicious vomiting is too limited for 
him to draw sweeping and positive conclusions ; nevertheless, the 
cases I have observed have been what our present knowledge per- 
mits us to classify as either neurotic or toxemic in origin, and I 
have come to believe these two, by far, are the most important 
etiological factors. For several years it has been my practice to 
send every case to a hospital since the isolation is always beneficial 
and the gravity of this disease warrants laboratory methods of 
investigation. It would simplify our treatment if we could with 
scientific accuracy differentiate between these two types of the 
disease, but it is extremely difficult to do so, since sometimes they 
are associated. One must indeed be well informed as to the 
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vagaries of hysteria, and must remember that hysteria may be 
present when its stigmata are absent. A diagnosis of hysteria for 
these cases is a dangerous one for the patient, and every means 
must be exhausted to exclude toxemia, which in recent years has 
assumed such importance in pathologic pregnancy. Having iso- 
lated the patient under conditions favorable to clinical and labora- 
tory study of the cause of her disease, and of the degree of her 
starvation, let us briefly estimate the real value of a laboratory 
study of the patient and its relation to her treatment. We must 
first acknowledge that no means are at hand to verify the theories 
that the toxic material emanates from the corpus luteum or the 
ovary. The same statement is true of the theory of syncytial in- 
toxication advanced by Veit, Boehm, and others. There is clinical 
evidence that some cases are at least associated with a toxemia 
of intestinal origin, and clinically some cases bear the signs of an 
hepatotoxemia, and at autopsy show the lesions found in acute 
yellow atrophy of the liver and of icteus gravis. Chemical, bac- 
teriological, or microscopical examinations of the blood, of the 
ejecta from the stomach, or of the stools offer us nothing, so far 
as my knowledge goes, to differentiate between the neurotic and 
toxic cases ; neither can they determine the etiology of the disease 
nor even the degree of starvation. Believing that at least the 
toxic variety must be associated with disturbed metabolism, natu- 
rally one looks to critical studies of the urine to throw some light 
on this vexed question. Investigations of the nitrogen partition 
in the urine have shown us that we can no longer rely upon urea 
estimates. The precedents of urea now claim our attention, 
especially the ammonia and amide substances, and errors in metab- 
olism are thus recognized. It is most unfortunate, yet it appears 
to be true, that there is no definite relation between the urinary 
changes, the extent of pathological lesions, and the clinical symp- 
toms of pernicious vomiting. 

Ewing (Med. News, October 28, 1905) considers the finding of 
leucin and tyrosin the best indices of a grave toxemia; Wolf 
(N. V. Med. Jour., April 21, 1906) states that neither the ammo- 
nia nor any of the acetone compounds aid us in the diagnosis of 
this disease, and that the attempt to explain its etiology through 
the medium of acid intoxication must be abandoned. Williams' 
careful work, so well presented this evening, at once attracted 
attention when he first announced his conclusions, and I welcomed 
an opportunity to study its application to a case. February, 1906, 
there came under my care Mrs. G., a primigravida, aged 22, whose 



SECTION ON GYNECOLOGY. 53 

last period began January i. Vomiting began on February 8 and 
persistently progressed until March 2, when it had assumed the 
pernicious character with typical symptoms. The patient's history 
and those of her family disclosed a neurotic element ; there were no 
demonstrable pelvic lesions, and no evidences of organic disease 
of the gastrointestinal canal. She was removed to a private room 
in the Methodist Hospital. The patient's blood examination was 
as follows: Red cells, 4,740,000; white, 9,400; hemoglobin, 85 
per cent. ; red cells do not vary much in size ; a large number are 
crenated ; many are irregular in shape ; none are nucleated. White 
cells: polymorphonuclear, 76 per cent.; small lymphocytes, 15 per 
cent. ; large lymphocytes, 7 per cent. ; eosinophiles, 2 per cent. The 
daily quantity of urine averaged 30 ounces, which increased to 50 
ounces after the free use of salt solution. The temperature ranged 
between 99 ° and ioo° F., and the pulse between 90 and 108. The 
records of the total daily quantity and quality of nutriment which 
we attempted to give the patient by the mouth and large bowel, 
and the clinical records, were reported to Dr. Fife, and he daily 
received the total urine voided. The first analysis disclosed 38 per 
cent, of ammonia nitrogen, which gradually decreased and re- 
turned to normal within sixteen days. Finding this high per- 
centage of ammonia nitrogen, I concluded that, in view of Will- 
iams' work, abortion should be induced, and I so informed her 
family and discussed it with the patient. The neurotic element 
in this case made me hesitate, however, and under treatment by 
isolation and appropriate means to be discussed later, she returned 
to her home seventeen days after entering the hospital. Vomiting 
occurred infrequently throughout her pregnancy, and she required 
careful dietetic and some medical treatment. I delivered this 
patient on October 20 of a vigorous daughter, who will never 
appreciate her narrow escape from sacrifice upon the altar of 
ammonia nitrogen. 

This case and others that have come to my notice convince me 
that the proportion of ammonia nitrogen cannot be routinely, and 
by itself relied upon to determine for us the necessity for termi- 
nating pregnancy in order to save the patient's life. It does, how- 
ever, serve as a scientific means of determining serious errors in 
metabolism and perhaps the degree of starvation. When repeated 
estimations show a steady rise in the proportion of ammonia nitro- 
gen, associated with the clinical signs of progressive starvation, it 
helps to decide the necessity of terminating pregnancy. That it 
draws a sharp line between the neurotic and toxemic varieties of 
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pernicious vomiting requires further proof and a large number of 
carefully studied cases. 

While hoping that the investigations of the biologic chemist will 
finally solve the mysteries of normal and abnormal metabolism, 
and thus make clear to us some of our cases of pernicious vomit- 
ing, we must continue to treat them, largely empirically, and in 
order to introduce my topic for discussion I shall briefly review 
the methods I have found the most useful. 

Drugs. — After lavage of the stomach, fractional doses of calo- 
mel, given at short intervals, are frequently retained, and when 
possible an effervescent saline may be added. When the stomach 
contents are exceedingly acid, lavage with weak solutions (gr. ii to 
%i) of sodium bicarbonate have been efficient. Of drugs that are 
to act directly upon the catarrhal condition of the stomach, I 
have found none more useful than silver nitrate, always given in 
solution, gr. 1/6 in a glassful of water, and repeated at regular 
intervals of six hours. When the incessant vomiting has slightly 
improved, a capsule containing cocaine gr. 1/8, cerium oxalate 
gr. iii, bismuth subnitrate gr. v,at four-hour intervals, will be useful. 
Counter irritation with mustard over the stomach and rectal in- 
jections every sixth hour containing 30 grains of bromide with 
15 grains of chloral, to allay nervous irritability, reinforced wi*h 
the hypodermatic administration of morphia at night to secure 
sleep, complete the drug treatment. I believe the most valuable 
of any single means of treatment is the frequent lavage of the colon 
with warm salt solution, the patient being elevated in the Tren- 
delenburg posture during the inflow and returned to the horizon- 
tal position for the outflow, a portion of the fluid being left in the 
bowel for absorption. Thirst is thus relieved; the tissues are 
supplied with abundant fluid, elimination of toxins is increased, 
and starvation is delayed. The tongue becomes moist and cleaner, 
the bowel is cleansed of the mucus so commonly present in the 
neurotic cases, and the kidneys secrete more urine. 

Feeding. — It is as useless as it is usual to attempt the adminis- 
tration of food by the mouth, trying at definite intervals one after 
another of the predigested and proprietary foods. Immediately 
upon isolating the patient, preferably in a hospital, absolute rest 
from food by the mouth should be required. In cases that do not 
resent, or have become accustomed to lavage of the stomach, it is 
useful to have the patient awakened in the early morning, and, 
after lavage deftly given by one who is skilled, predigested milk 
or egg water is given, and the patient left to sleep under the in- 
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fluence of the nerve sedatives or the morphia that had been ad- 
ministered at midnight. I have had no experience with the 
dietetic treatment recommended by Kolpinski (N. Y. Med. Jour., 
June 9, 1906), who, by heavy foods such as pork, bacon, or ham, 
with corn bread, cauliflower, kale, or turnips, aims to quiet the 
stomach by this ballast, which renders the contents of the stomach 
too heavy to be ejected. I would not hesitate to try it in view of 
the success attained by it. Rectal feeding has been one's reliance 
in the past, but I am forced to believe that it has done great harm 
in the hands of those who have the greatest confidence in it, and 
who, relying upon it for too long a time, permit the patient to pass 
beyond the help of artificial abortion. It doubtless does delay 
somewhat the progress of starvation, but only to a small degree. 
The patient whose history I have referred to received an enema 
-every sixth hour containing a cupful of milk, three drams of dry 
peptone, the yolk of one egg and five drops of laudanum. For a 
period of five days this was regularly given, but its food value was 
discounted, and its administration would not have allayed the ter- 
mination of pregnancy. Rectal feeding is dangerous in propor- 
tion to the confidence one places in it. 

Treatment by Suggestion. — It is important in every case that 
the physician's attitude should be one of positive encouragement. 
Suggestive therapeutics is paramount in neurotic cases and val- 
uable in any case. The mere description of an induced abortion, 
with its attendant dangers, has speedily put an end to hysterical 
vomiting. The most generally useful local treatment for its men- 
tal effect upon the patient is the introduction into the vagina of 
the rubber bag, which, by its distention, is an ever present re- 
minder of treatment directed to the pelvic organs. The mental 
impression produced by it is more lasting than an attempt at dila- 
tation of the cervix. Finally, when shall abortion be induced to 
save the patient's life? As stated above, there is no laboratory 
investigation by means of which we can determine with scientific 
accuracy the degree of starvation beyond which she should not 
go. There is, however, a group of clinical signs of starvation 
and toxemia which we should not permit to appear. We recog- 
nize the disease when all food and drink are monotonously re- 
jected ; the smell or sight of food, and change in posture provoke 
nausea; weakness and exhaustion keep the patient in her bed; 
thirst becomes intense; there is epigastric pain and tenderness, 
and constipation ; the tongue is dry, thickened, and beginning to 
be brown, and emaciation appears. Then come the final stages, 
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when a "typhoid" state appears, with rapid, feeble pulse; the 
muscular element of the heart sounds weaken, fever, restlessness, 
diminished urine with albumen and casts, and finally delirium, 
followed by stupor, coma, and death. Induction of abortion to 
avail must not be delayed until this typhoid condition appears; 
it must be resorted to in the earlier stage. When a patient is so 
ill with this disease that she cannot leave her bed, then, at least, 
is the time for hospital isolation and treatment, and if, through- 
out a period of seven to ten days, there is no improvement under 
carefully conducted treatment, if emaciation is progressive, and 
the urine examinations repeatedly made show increasingly high 
proportions of ammonia nitrogen, then it is plainly our duty to 
delay no longer. The method to be employed deserves a com- 
ment. Rapid dilatation of the cervix under anesthesia, especially 
chloroform, carries with it no little danger to well-advanced 
cases. For these cases the metranoikter is especially valuable. 
Slipped into the cervical canal, complete dilatation can be accom- 
plished without an anesthetic, and subsequent thereto the uterus 
may be emptied rapidly under ethyl chloride or nitrous oxide 
anesthesia, if they are necessary, and a gauze pack placed in the 
uterus. Many cases have been lost after terminating pregnancy 
because the operation has been too long delayed. Some cases 
have been lost because this mysterious disease seems at times to be 
inherently fatal from the beginning, no matter what treatment is 
followed or how early abortion is induced. 

Dr. David L. Edsall. — My knowledge of the subject is 
limited to the medical clinician's slight knowledge of the condition 
and to a theoretical consideration of some of Dr. Williams' work. 
I have been particularly impressed with the lesions that Dr. Will- 
iams describes as occurring in the liver, and I think that his 
observation of a high ammonia excretion is of much interest and 
importance in connection with this. I feel skeptical, however, 
as to the reliance to be placed upon the ammonia coefficient as an 
absolute means of making a diagnosis between different types of 
vomiting, and I feel very doubtful about the wisdom of basing 
operative procedures purely upon that. An increase of the 
ammonia coefficient may indicate one of two things, disturbance 
in the function of the liver or acid intoxication. While it is prob- 
able that at times the liver does to some degree lose the function 
of forming urea from ammonia compounds, and thereby lead to a 
high ammonia excretion, this is certainly not usually the cause 
of excessive excretion of ammonia in the urine. The latter is on 
the contrary usually due to acid intoxication, even when liver 
disease is present. 

Acid intoxication occurs in a number of different groups that 
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mingle with each other somewhat, but are to a certain extent dis- 
tinct, and I believe Dr. Williams' results indicate that these cases 
belong in one group of acid intoxications. The cases that fall in 
the best known group are the type that we see in diabetes or in 
any other condition in which there is such a distorted diet that the 
carbohydrates are abnormally decreased and the fats increased. 
Another group is the inanition acid intoxication in which also the 
carbohydrates, together with the other foods, are reduced and the 
patient lives on the tissues, particularly the fats, of his body. Be- 
cause of the existence of this group, I feel somewhat skeptical 
concerning the diagnostic and prognostic value of ammonia nitro- 
gen determinations, for pernicious vomiting cases are certainly 
suffering from inanition, as well as from a probable toxemia, and 
it seems to me impossible to tell in any case whether abnormally 
high ammonia values are due to starvation or toxemia. I, how- 
ever, believe that these cases probably show high ammonia excre- 
tion, not simply because of starvation, but because of a toxemia, 
and while I question the prognostic value of the results, I believe 
that Dr. Williams' combined observations of severe hepatic lesions 
and high ammonia excretion are of great pathological interest. 
Outside of diet and starvation there are certainly some disturb- 
ances which result in acid intoxication. 

One instance which I am quite certain is a definite metabolic 
disturbance is the acid intoxication that occurs in the recurring 
vomiting of children. Here, without sufficient explanation in the 
diet, there are the evidences of marked acid intoxication. Another 
type which is almost as clear is that following chloroform nar- 
cosis. 

The pathological findings which Dr. Williams has shown make 
it seem not improbable that the disturbance that produces the 
lesions in the liver also causes the high ammonia coefficient, and 
that pernicious vomiting may be brought into line with the acid 
intoxication seen in acute yellow atrophy of the liver and after 
chloroform narcosis. It has been shown in these cases that the le- 
sions in the liver and the acid intoxication are probably the prod- 
uct of a ferment intoxication; that is, there are in the tissues 
ferments which under ordinary circumstances cause slow break- 
down and reconstruction of the tissues, and which under 
certain circumstances, acting abnormally, may cause severe 
necrotic changes in the tissues. This has been 
shown in phosphorus poisoning, and with the greatest 
certainty probably in acute yellow atrophy and recently 
in the toxemia following chloroform narcosis. These observa- 
tions make me feel that it is not improbable that the toxemia of 
pregnancy is likewise a ferment intoxication. We do not know 
what causes ferment intoxication, but I think that the probability 
of its existence brings us closer to an understanding of the sub- 
ject. 

I have been much interested in the subject of rectal alimentation 
mentioned by Dr. Norris. From my clinical observations I was 
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led to believe that patients usually emaciate severely when fed 
solely by the rectum. I have made a number of observations 
chiefly with Dr. Caspar Miller, in which we determined the ab- 
sorption and general nitrogen metabolism. Put in a simple way, 
we found that the patient at best is likely usually to absorb the 
equivalent of about one glass of milk in twenty- four hours. Rectal 
alimentation for temporary purposes is very useful, and in rare 
instances patients can be pretty well nourished in this way, but 
the latter are only occasional cases, and the measure must be 
looked upon as being ordinarily only a little better than actual 
starvation. 

Dr. Charles A. Fife. — Dr. Williams' paper has added some 
important data to the study of metabolism, as well as to obstetrics. 
It is only by the records of a vast number of observations that we 
can obtain any idea of metabolic processes. But it seems to me 
that because of the complicated processes and conditions involved, 
we should hesitate before formulating rules of practice from our 
at present meager laboratory data. 

Dr. Edsall has so thoroughly reviewed the chemistry of the 
subject, and he and Dr. Williams have so clearly explained the 
various theories, that I shall simply give a brief synopsis of my 
laboratory findings, not attempting to theorize from them. In 
some respects my observations are at variance with Dr. Williams', 
and in others in full accord. 

I have made analyses of urine of about ten cases of vomiting of 
pregnancy, in seven of which the percentage of ammonium nitro- 
gen to total nitrogen was below 10, ranging between 4 and 8 per 
cent. Clinically, one of these seven cases was of the toxic type of 
vomiting, although the ammonia coefficient was only 7. The 
other six were either of the reflex or the neurotic variety. 

In the remaining three cases the percentage of ammonium 
nitrogen was above 10, and in these we have various diagnoses. 
For one, in which Dr. Hirst considered the vomiting to be due to 
a reflex cause, an analysis before the delivery of the child, showed 
that about 15 per cent, of the total nitrogen was ammonium 
nitrogen. Abortion was necessary in order to remove the cause 
of the reflex disturbance ; vomiting then ceased, and the ammonia 
coefficient went down to eight within five days. This case closely 
corresponds from a laboratory view point to some of the cases 
described by Dr. Williams, in which the causes of vomiting were 
thought to be toxic in nature. In another case of vomiting which 
Dr. Hirst diagnosed as being of the neurotic type, the ammonia 
nitrogen coefficient was 1,109. ^ n neither of these two cases was 
there any albumin, sugar, acetone, diacetic acid, or phenol, no 
excess of indican nor urobilin. 

The last case of my series was that already referred to by Dr. 
Norris, in which the total amount of urinary nitrogen excreted in 
twenty-four hours was 9.235 grams and the ammonia nitrogen 
3405 grams, or 36.89 per cent, of the total. The ammonia 
nitrogen coefficient continued above 30 for about 8 days, in which 
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time four examinations were made; then it dropped to 14, con- 
tinued above 10 until the thirteenth day, then dropped to 9.03. 
There was no acetone, diacetic a'cid, or phenol found in these 
analyses, and only a slight and* inconstant excess of urobilin and 
indican. Leucine and tyrosine crystals were not found in the 
microscopical preparations, but unfortunately chemical tests for 
these substances were only made on one occasion with negative 
results. 

I am not willing to claim that the high percentage of ammonia 
nitrogen was due entirely to starvation and not to toxic causes, 
but the vomiting ceased and the patient was delivered at term. 

In all of the analyses the urine was acid in reaction. 

Dr. Barton Cooke Hirst. — We are indebted to Dr. Williams 
for his paper and for introducing a study which cannot fail to 
benefit us, whether his conclusions are correct or not. 

My clinical experience has not borne out Dr. Williams' findings. 
I can, perhaps, best illustrate what I mean by reference to three 
cases. The first was one of purely reflex vomiting in a woman 
who had been sterile, though married, thirteen years. She had 
fibroid tumors, for which I operated, by myomectomy, removing 
five separate and good-sized tumors, leaving five long, deep scars. 
Within three months she conceived, showing that the fibroids 
had caused the sterility. Directly after conception vomiting began 
and soon became pernicious. She was under the charge of a 
competent general practitioner, who failed to relieve her. She 
was sent to me to the Howard Hospital for the induction of abor- 
tion. Dr. Fife found 17 per cent, of ammonium nitrogen. The 
ovum was crushed, and as much as possible of it removed. She 
had no sooner reached her room after the operation than she 
demanded the full hospital dinner, though she had not had a mor- 
sel of food nor a drop of liquid by the mouth for two weeks pre- 
viously. To my mind this was a clear case of reflex vomiting. 
Although she had the high ammonium coefficient which Dr. 
Williams claims to be the sign of toxemic vomiting, her vomiting 
was not toxemic but reflex. 

Another case was that in which there was every evidence of 
toxemia in two successive pregnancies. There was irritable heart 
action, bad digestion, recurrent headaches of severe type, some 
disturbance of vision, and from time to time albumen and casts in 
the urine. The woman vomited throughout the whole of her ges- 
tation about three time** a day. An examination of the urine 
showed three to five per cent, of ammonia nitrogen. Here was a 
low percentage of ammonia nitrogen but a toxemic vomiting. In 
another case the woman had a bad personal and family neurotic 
history, and I decided the case was one of neurotic vomiting. I 
wrote a prescription, telling her that it was a specific for her 
vomiting, and that after she had taken it two or three times she 
would not vomit again, and she never did, showing it was purely 
a neurotic condition. In her case the ammonia nitrogen was 11 
per cent. While I think, therefore, that Dr. Williams' study has 
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been very valuable and suggestive, and that it must lead to good, 
whether we believe it conclusive or not, personally my experience 
makes it impossible for me to agree with his conclusions. 

Dr. Edward P. Davis. — Two cases of pernicious nausea in 
pregnancy have come under my observation which illustrate causes 
other than those mentioned in this discussion. 

The first was one of the two cases recorded where syncytioma 
malignum was present without leaving any trace in the pelvic 
organs. The patient was a multipara several months advanced 
in pregnancy, suffering from pernicious nausea. Other measures 
failing, the uterus was emptied. No improvement followed, and 
active delirium with severe pain in the head developed. The exam- 
ination after death showed syncytioma malignum in the brain, 
liver, kidneys, spleen, lungs, and glandular tissue; the uterus, 
tubes, and ovaries were normal. Pernicious nausea was the sig- 
nificant symptom in the early stages of this case. 

The second case was that of a multipara who had pernicious 
nausea requiring the emptying of the uterus; twin ova were 
found, the nausea promptly ceasing when the uterus was emptied. 
On a former occasion this patient had also been pregnant with 
twins, and had suffered so severely from pernicious nausea that 
emptying of the uterus was necessary. On three other occasions 
she had but one fetus in the uterus without pernicious nausea. 

Three cases have recently come under observation in which 
the quantity of ammonia nitrogen was studied. 

The first was that of a typical neurotic young woman with a 
bad neurotic inheritance. She has every sign and symptom of the 
toxemia of pregnancy in not a very severe degree. On several 
occasions she has had very severe nausea almost becoming perni- 
cious; her ammonia nitrogen has never become excessive. 

The second case is that of hysteromania complicating pregnancy 
and the puerperal condition. Just before delivery the patient was 
exceedingly violent, when ammonia nitrogen rose very consider- 
ably. After delivery the patient became less violent and the 
ammonia nitrogen fell. Two months after delivery the patient is 
not mentally clear, but there is no abnormality in the ammonia 
nitrogen. 

The third case is that of the wife of a physician who, in a pre- 
vious pregnancy, had pernicious nausea terminating in spontane- 
ous abortion. On admission to the Maternity she was in an 
apparently critical condition; she could retain nothing in the 
stomach, the pulse was 120 and above, nausea was constant, and 
vomiting frequent. The ammonia nitrogen was not increased, the 
patient was not hysterical, and greatly desired to retain the ovum. 
Copious lavage of the intestine brought away large masses of 
undigested food, lavage of the stomach caused the vomiting to 
gradually cease. Examination of the blood showed an absence of 
pernicious anemia. The patient grew gradually better and left 
the hospital convalescent. She was nourished for some time by 
rectal injections, and her condition upon admission was, from 
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every clinical sign, alarming. The decision not to interrupt preg- 
nancy was based in this case upon the condition of the blood, the 
evident cause of the toxemia, the presence of undigested food in 
the intestine, and the success of the treatment employed. The 
ammonia nitrogen was not increased, and was of no value in mak- 
ing a prognosis. 

In studying cases of pernicious nausea the examination of the 
urine is but one of many factors. The condition of the blood is 
quite as important as that of the urine ; the strength of the heart 
muscle, the condition of the nervous system, and the ability of the 
patient to take nourishment are of great importance. The char- 
acter of the matter vomited or passed from the bowel gives val- 
uable information concerning the state of the blood. I could 
not base the decision to empty the uterus on any one of the factors 
which make up this problem ; the evidence must all be in before a 
verdict could be rendered. We must not lose sight of the fact 
that while the urine is a most accessible element for study, that 
there are other factors quite as important. 

In pregnancy the equilibrium of metabolism is very easily dis- 
turbed. Within two weeks two fatal cases have come to my 
attention in consultation, who in an early pregnancy were made 
fatally ill by exposure to cold. One of these women developed 
eclampsia, the other had an overwhelming toxemia not influenced 
by emptying the uterus, and terminating in pulmonary lesions. 
In pregnant women the principle of compensation often proves 
the patient's safety. A pregnant woman who had a bad inheri- 
tance with sluggish liver and gout, lived in the country, and, for- 
tunately, was fond of outdoor life. During her pregnancy she 
was constantly in the open air, and her lungs saved her liver and 
kidneys. 

I am sure we all welcome Dr. Williams' contribution to the 
study of this subject. We know how much he has done in research 
work along these lines. I am not willing, however, to base upon 
any one laboratory research or any one microscopic investigation 
my decision to perform a therapeutic abortion. I believe that, 
while laboratories are of the greatest value, they are the servants 
of the physician, and not his masters. Therefore, I would decide 
whether or not to interrupt pregnancy only upon my prolonged 
study of the case, taking special cognizance of the blood corpuscles 
and the general state of the patient. 
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Stated Meeting, Thursday Evening, January 17, 1907. 
The President, John G. Clark, M.D., in the Chair. 
The following papers were read: 

PATHOLOGICAL CHANGES CAUSED BY THE GONOCOCCUS. 

By Brooke M. Anspach. 

The gonococcus which was discovered by Neisser in 1879 is a 
micrococcus which usually occurs in pairs ; the opposing surfaces 
of each coccus is slightly concave, so that the form of the organ- 
ism has been compared to that of a biscuit. As seen in stained 
preparations, it looks even more like a grain of coffee with the 
furrow on the flat side of the bean corresponding to the space 
between the cocci. It can be well stained by methylene blue or by 
any of the ordinary analine dyes, and it is readily decolorized by 
Gram's method. The diplococcus occurs in groups, or rarely 
alone; it commonly occupies the protoplasm of the pus, or it is 
found imbedded in the epithelial cells of the diseased part. It may 
be found outside the cells. 

The gonococcus is hard to cultivate; it grows best on media 
composed largely of animal juices, and does not grow upon the 
ordinary media. Upon this fact, and upon its decoloration by 
Gram's method, the identification of the gonococcus depends. 
Typical cultures alone settle the diagnosis beyond any question. 

The gonococcus is a pus-producing organism, but it differs in 
many ways from the streptococcus or the staphylococcus. 
Although it usually affects mucous surfaces, it may burrow 
beneath them and cause a suppurative lesion (Wertheim). 

Besides the direct pus-producing action of the organism itself, 
whether it remains localized on a mucous surface or is transported 
to distant joints or synovial sheaths, there is another factor in 
the symptom-complex of a gonococcus infection. This factor is a 
toxine, called gonotoxine, which exists in the body of the diplo- 
coccus, and is not set free until the organism dies. It is an endo- 
toxin — a bacterial protein. 

Wassermann made a culture of the gonococcus in nutrose serum 
and pepton bouillon, and, after sterilizing the culture, examined 
the fluid for a poison. He found that the death of the gonococcus 
made the body of the organism exquisitely poisonous. The 
smallest quantity of this poison produced inflammatory symp- 
toms-, at the point of application, fever, swelling of the nearest 
lymph glands, and severe pain in the muscles and joints. 
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Wassermann's research explained the muscular pain and the 
transient swelling of the joints, sometimes observed during 
gonorrhea, even though the gonococcus is not found by staining 
or by culture, in the blood or in the affected joints. It also 
explained the flaring up of inflammatory symptoms about collec- 
tions of gonorrheal pusj after all or most of the organisms have 
perished. 

Maslovski experimentally confirmed the existence of gono- 
toxine and determined that it was capable of producing a suppura- 
tive inflammation. 

Wertheim's observations agreed with those of Wasserman, 
and really preceded them. He first injected a filtrate of a pure 
culture of the gonococcus into the subcutaneous tissues of one of 
the lower animals. There was no reaction. After making a 
number of such injections without any result, he determined to use 
a sterilized culture in place of a filtered one, because of the time 
consumed by filtration. 

A subcutaneous injection of this unfiltered dead culture of the 
gonococcus, to his surprise, produced local pain, swelling, and 
pyrexia. 

Notwithstanding the effect of the toxine of the gonococcus 
when injected experimentally into the lower animals, a real gon- 
ococcus infection cannot be produced in them. That is to say, the 
organism when alive causes neither gonorrhea nor any other 
symptoms indicative of its further life and growth. 

There is, on the contrary, no immunity to gonorrhea in man, 
either naturally or by reason of a previous attack, and in chronic 
gonorrhea the individual is quite susceptible to a new super- 
imposed gonococcus infection. 

The gonococcus attacks an individual by way of the mucous 
membranes, and usually by those of the genital organs. It is a 
germ which does not have the penetrating power of the strep- 
tococcus or of the staphylococcus (Bumm). Upon the horny 
stratified epithelial surface of the skin it has no effect ; upon the 
squamous epithelium of the vulva and the vagina it is less capable 
of harm than when it gains access to the more delicate transitional 
epithelium of the urethra, or to the columnar cells of Bartholin's 
glands or the cervix. 

What the organism lacks, however, in its power of invasion it 
makes up in persistency and in a lack of any tendency to expend 
its activity upon the tissues and perish. According to many ob- 
servers, it never disappears spontaneously. It is quite common 
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for the infectious process to leave the urethra, which it has origi- 
nally infected, and lie hidden in the periurethral crypts. Here it 
shows no active indication of its presence ; it slumbers, so to speak, 
but is capable of being aroused into new activity by finding fresh 
grounds for invasion or by congestion of the tissues in its imme- 
diate vicinity. Rogers believes that this latency of the gon- 
ococcus is to be explained on the grounds that the mucous 
membranes primarily involved gradually become an unsuitable 
culture medium. That the gonococcus maintains its activity for a 
very long time is shown by Torrey, who found, after cultivating a 
certain strain of the gonococcus for over a year on ascetic media, 
that it was just as robust as when first isolated. These peculiari- 
ties explain the clinical fact that an individual having no symptoms 
of gonorrhea, but harboring the gonococcus in his person, may 
produce an active infection in another. The original infection 
after developing new activity in the second individual will cause 
a violent attack if returned to the first. In this way, it is shown 
that the organism assumes fresh virulence by being transplanted 
to more favorable conditions of growth. If there is in any case 
apparent immunity to a second infection it is more rationally 
explained by an induration of the tissues, resulting from the first 
infection, than by the existence of any antibodes or antitoxin. 

In women the favorite site of primary gonorrhea is the urethra. 
There are two other parts which are also commonly infected, 
either alone or, as is more usual, together with the urethra, viz., 
the glands of Bartholin and the cervix. The most common 
symptoms of an acute infection are frequent and painful micturi- 
tion and a purulent discharge. 

Gonorrhea in the woman, however, does not have the violent 
initiative course that it has in the man. Indeed, in an uncleanly 
woman, or in one of sluggish sensibilities, the disease may exist 
for some time before she is aware of its presence. When the 
disease begins in the cervix there may be no pain, and a leucor- 
rhea which gradually develops is its only sign. Usually, however, 
there is urethral involvement, and the symptoms which have been 
described occur. 

If all cases of gonorrhea involving the urethra alone could be 
immediately taken in hand, the relative proportion of cures would 
be high ; as a rule, however, the infection is gradually spread by 
one means or another until the glands of Bartholin and the cervix 
are involved, or these other structures may be the recipients of a 
new infection. After gaining a foothold in the cervix the disease 
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is very apt to enter the endometrial cavity, either after labor or 
during a menstrual period, and once there, it usually spreads to 
the tubes and to the pelvic peritoneum. 

The organism thus extends by continuity along the mucous 
membranes of the genital tract, involving most the delicate epithe- 
lium of the urethra, the glands of Bartholin, the endometrium, 
and the Fallopian tubes, and least the stratified squamous layers 
of the vagina and vulva. If the Fallopian tubes become involved 
the infection almost invariably reaches the pelvic peritoneum. 
Here it usually stops, in its spread by continuity at least. Excep- 
tionally, the disease may attack the peritoneum of the abdominal 
cavity. Hunner and Harris have reported eighteen cases of gen- 
eral gonorrheal peritonitis. 

It is scarcely necessary to recount the lesions in the genitalia 
and in the urinary tract which the gonococcus produces. The 
worst results are seen in pfelvic abscess and in pyonephrosis. The 
kidneys may be destroyed or rendered almost useless. The gen- 
erative organs may be riddled with abscesses and bound together 
in such a mass as to be not only functionally worthless, but also 
the source of much suffering and misery to the unfortunate 
patient. 

The mischief produced by the gonococcus is not confined 
to adults, and the lesions are not alone those which ensue from 
an extension of the infection along the mucous surfaces of the 
genital organs. The newborn infant and young children are great 
sufferers, and the gonococcus is capable by metastasis of causing 
trouble in almost any part of the body. 

In children, gonorrheal vulvovaginitis becomes a veritable 
scourge. Holt recently reported his experience at the Babies' 
Hospital^ in New York, where he found that unless the most rigid 
quarantine was observed gonorrheal vulvovaginitis would spread 
like wildfire through an entire ward or an entire hos- 
pital. Although in children vulvovaginitis is, as a rule, the 
sole lesion of genital gonorrhea, sometimes the disease extends 
into the uterus and thence into the Fallopian tubes and pelvic 
peritoneum, as has been reported by Bidwell and Carpenter. 
Kimball has recently described cases of what he calls gonorrheal 
pyemia. They occurred in children who had no sign of a local 
gonococcus infection, and were marked by the sudden develop- 
ment of pyarthrosis and serious septicemia. The gonococcus was 
found in the affected joints, and Kimball concluded that the 
organism had gained entrance through the alimentary tract. Six 
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of the cases had terminated fatally at the time his paper was 
written, and the recovery of the two surviving was doubtful. 

The frequency and the result of gonorrheal ophthalmia con- 
tracted at birth from the mother is shown in a recent analysis by 
Holloway of the cases at the Philadelphia Hospital in the last six 
and a half years. During this time there were 1,076 children born 
there, and, in spite of prophylactic treatment in every case, 2.2 per 
cent, developed gonorrheal ophthalmia. Of 57 cases of ophthal- 
mia neonatorum involving 109 eyes, 25 of the eyes developed 
some corneal change, and 8 of them became blind, or had nothing 
but light perception. In ^2 cases of young children and adults, 
comprising 106 eyes, admitted to the hospital, there were 58 eyes 
in which corneal changes developed; 8 of these had to be 
enucleated. In 21 there was absolute blindness, or light percep- 
tion only. It is thus seen that where the cornea became involved 
it resulted in the loss of just 50 per cent, of the eyes affected. 

When the gonococcus is swept into the lymph or the blood 
channels it may cause a wide variety of lesions. Lymphangitis 
and lymphadenitis are well known. A practical demonstration of 
the means by which the organism sometimes enters the circulation 
was afforded by Wertheim, who found the gonococcus in throm- 
botic capillaries underlying the mucosa of an infected bladder. 
The first observations concerning gonorrheal endocarditis were 
made by Thayer and Blumer in 1895. In 1897 Ahman made an 
exact recognition of the gonococcus in the free blood ; he proved 
its identity, not only by culture and stain, but also by the experi- 
mental inoculation of the human urethra; he produced a typical 
attack of gonorrhea, which, curiously enough, was complicated 
by a tenosynovitis from which the organism was recovered. 

Thayer has recently reported two cases of gonorrheal endocar- 
ditis, in which the diplococcus was positively identified, and four 
cases in which the clinical diagnosis was plain; all of the cases 
were fatal. He says: "Such an experience as this is sufficient to 
emphasize the fact that an acute urethritis is by no means infre- 
quently followed by an endocarditis, either of specific gonorrheal 
nature, or due to secondary or to mixed infections which have 
found their port of entry in the urethra, or have settled later upon 
the primarily infected valves." 

Thayer reported also, in the same paper, a case of gonorrheal 
septicemia, in which there were symptoms much like those of 
tvnhoid fever. He says this case demonstrates the fact that the 
mild, continued fever occasionally seen in connection with gonor- 
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rhea, without apparent complication, is in some instances at least, 
evidence of a true gonorrheal septicemia, and that such a septi- 
cemia existing in cases where there is no local indication of the 
disease may run a course resembling typhoid fever. 

Among the rarer lesions produced by the organism may be 
noted a case of metastatic mastitis observed by the author 
at the University Hospital. The patient had been oper- 
ated upon twelve days before on account of bilateral pyosal- 
pinx. The mastitis developed suddenly and was accompanied by 
pyrexia of 105 ° F. Wertheim has demonstrated the organism 
in the ovary ; Fritsch, Jullien, and Baer in the connective tissue 
of the rectal mucosa; Mandl in the subepithelial tissue of the 
vagina, in three cases ; Madelener and Menge in the muscle of the 
uterine wall. Maslovski in the decidua and placenta of a nine- 
months' pregnancy ; Kraus in the deeper layers of the wall of the 
Fallopian tube ; Hochmann in a subcutaneous abscess of the left 
elbow; Horwitz, Bujwid, and others in the pus from suppurative 
dermatitis ; Schantz and Nolen in gonorrheal exanthemata. 

The number of deaths directly arising from gonococcus infec- 
tions is unknown. According to Johnson, we can obtain an 
approximate idea of the mortality of gonorrhea from a considera- 
tion of the great number of major surgical operations performed 
on its account, the number of abortions which are caused by it, and 
the untold number of conceptions prevented by gonorrheal lesions. 
Although it cannot be positively ascertained, he believes that the 
number of lives lost or denied to the race on account of gonor- 
rhea would equal the mortality of either pneumonia, tuberculosis, 
or typhoid fever, or may be all of them combined. 
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RELATIONSHIP OF GONORRHEA TO PREGNANCY. 

By Edward P. Davis. 

The presence of acute gonorrhea does not prevent conception 
nor is pregnancy invariably interrupted by the presence of gon- 
orrhea. Pregnancy frequently proceeds in a patient having gon- 
orrhea with very little disturbance, which causes the patient to 
minimize the significance and dangers of the complication. She 
is usually unaware of the nature of her malady. 

The exact diagnosis of gonorrhea during pregnancy by bac- 
teriological examination is not always easy; if blood be present 
the gonococcus is not readily isolated; if there is pus in the 
genital tract its recognition is easier. A safe diagnosis can be 
made by the clinical signs and symptoms and by excluding other 
conditions. 

During pregnancy gonorrhea may cause endocervicitis and 
endometritis resulting in adhesion of the fetal membranes about 
the internal os. This results in a premature rupture of the mem- 
branes and is a complication of considerable importance during 
labor. The presence of the gonococcus in the uterus during 
pregnancy exposes the fetus to infection. The child may be born 
with gonorrheal ophthalmia acquired in the uterus. This is 
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demonstrated by a case of gonorrhea complicating labor where 
the child was born by Cesarean section, which had at birth gon- 
orrheal ophthalmia, although the child did not pass through the 
cervix and vagina. The child's mouth may also become infected 
in the uterus, and occasionally a general infection of the blood 
current may occur. The medium of infection must be considered 
the placenta or the chorion. In some cases these tissues give 
evidence after labor of a mixed infection. 

Although gonorrhea may apparently remain latent during preg- 
nancy, it undoubtedly causes not only endometritis but also infec- 
tion of the tubes. This process may not become apparent until 
after the delivery of the child. The lesions produced during 
pregnancy by gonorrhea are sufficiently grave to require every 
effort for the prompt cure of the condition. 

The treatment of gonorrhea during pregnancy must be chiefly 
local ; secretions must be removed from the birth canal by copious 
douches of water, the application of soap and douches of salt 
solution; bichloride of mercury i to 1,000, tincture of iodine, 
permanganate of potassium, nitrate of silver may be used by direct 
application to the tissues about the vulva, vagina, mucous mem- 
brane and the lining of the cervix. If irritation results, tamponing 
the cervix and vagina with cotton saturated with sterile glycerine 
will usually cause it to subside. Where active measures are badly 
borne the application of ichythol 25 to 50 per cent., by the use of 
tamponing, is often indicated. For repeated cleansings, copious 
douches of lysol or creolin 1 per cent, are especially valuable. 
These substances remove secretion with the least possible dis- 
turbance and are efficient, when frequently used, as antiseptics. 
Good results may be obtained in very unpromising cases by per- 
sistent treatment. * 

We recall the case of a young woman, pregnant, who had 
severe gonorrhea complicated by double ophthalmia; persistent 
local treatment failed to remove traces of the gonococcus in the 
vaginal secretion, local treatment was continued, however, until 
the time of confinement. With the use of Credes method the 
child escaped ophthalmia and the mother made an uncomplicated 
recovery. Her abdomen was afterward opened for the cure of a 
retrodisplacement and tubes and ovaries and surrounding tissues 
were found normal. 

In the puerperal period patients who have had gonorrhea in 
pregnancy usually show one of two conditions : Many pass through 
the puerperal period without apparent disturbance; some weeks 
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after labor, pelvic peritonitis slowly develops, or a septic focus 
may rupture in the pelvis or abdomen causing acute infection. 
In my observation, two patients have died within a few weeks 
after labor who had been infected with gonorrhea in pregnancy, 
and who were apparently completely recovered from pregnancy 
and labor. In each of these patients examination showed the rup- 
ture of an infected Fallopian tube. It cannot be certain then that 
such patients are safe from the original infection for some time 
after labor. 

Less frequently, patients who have had gonorrhea during preg- 
nancy have a considerable rise of temperature after labor with 
the development of acute infection. In a case recently under obser- 
vation, a girl of nineteen had gonorrhea during pregnancy: she 
was delivered by forceps and forty-eight hours later had fever 
of 104 F. For several weeks she had an anomalous intermittent 
fever, although the abdomen was not distended and she was able 
to take abundant nourishment. The abdomen was finally opened 
and the abdominal and pelvic viscera very thoroughly inspected ; 
especial attention was given to the veins of the broad ligament, as 
it was thought that thrombosis in the broad ligament had been the 
cause of the temperature. No gross lesions were observed and 
the operation was concluded by the removal of a long catarrhal 
appendix. The patient's blood was examined by taking a speci- 
men from a vein, under antiseptic precaution ; cultures taken were 
negative. The Widal reaction was also negative. This patient's 
temperature has become normal and she is making a satisfactory 
convalescence. The superficial tissues in her abdominal wound 
broke down and union has occurred in a part of the wound by 
granulation. 

We may conclude from our study of this subject that gonor- 
rhea during pregnancy is an insidious and dangerous complica- 
tion, which should be treated by the persistent and thorough appli- 
cation of antisepsis. At the time of labor care should be taken 
not to invade the uterus, and the use of the catheter, if possible, 
should be carefully avoided. Patients having had this complica- 
tion should be kept under observation several months after recov- 
ery from labor and repeatedly examined to determine the presence 
of a septic focus; should this be suspected, operation should be 
performed. In cases where fever occurs after labor in these pa- 
tients, if a focus of infection can be detected in the pelvis, operation 
should be immediately undertaken. Such patients require active 
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stimulation with favorable prognosis, if the patient be young and 
healthy. 

PROTECTION OF THE INNOCENT. 

By Howard A. Kelly. 

The protection of the innocent is the crux of the situation. 
If we can effectually protect the innocent, there will be no more 
transmission of venereal disease. The voluntary purity of one gen- 
eration would forever break the link between past and future, 
and gonorrhea and syphilis would be abolished. What a stigma 
upon our race that, knowing this, we deliberately choose to have 
it otherwise, and, to gratify transient passions, we condemn mil- 
lions vet unborn to lives of degradation, misery, and suffering. 

Let us, then, while not altogether neglecting the needs of the 
guilty, focus our attention upon the protection of the untainted 
innocent. 

From the standpoint of the protection of the innocent, the im- 
portant problems in connection with the guilty are those relating 
to the natural history of gonorrhea and syphilis; their duration, 
their virulence, their avenues of infection, etc., must all be carefully 
investigated in order to furnish data which may then be applied 
to the protection of the innocent. 

There is hardly any other grave question in medicine in 'which 
prevention is so palpably the one important issue, the sine qua non 
to mastery of the problem. 

I shall not pause here to deal with such obvious and well known 
restrictions as every medical man is accustomed to impose on a 
gonorrheic when he makes clear to him the high degree of conta- 
giousness of his disorder, and forbid marriage, until all dis- 
charge is definitely cured; or the precautions to be taken 
when the disease has invaded a family, relative to the common use 
of bath linen, wearing apparel, etc. ; nor shall I speak of the treat- 
ment of innocent children who have been infected. I take it the 
intention of the present meeting is to deal with the larger phase of 
this important question in its more public relations. 

There are three ways of protecting the innocent : 

(a) Restrictive legislation operating upon the guilty. 

(b) Instruction of the innocent. 

(c) Education of the innocent. 

(a) Restrictive Legislation. — The first impulse of protection is 
always to resort at once to more or less drastic restrictive legisla- 
tion. This is the most inefficient of all means of controlling any form 
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of social evil, inasmuch as it depends for its success upon the hearty 
cooperation of the great majority of the community, the very 
body which constitutes the guilty party and renders the legislation 
necessary. It is most evident that a lot of criminals are not the 
proper legislators and executors of laws which are designed to 
inflict punishment upon themselves, for it is the very prime requis- 
ite of both lawmaker and judge that they shall be entirely free from 
all suspicion even of the taint of complicity with the crime they 
undertake to penalize. Legislation and the administration of the 
law by criminals can only serve to still further debauch the public 
morals until they make law a mockery and justice a hissing and a 
by-word. Legislation is of value when with it goes the hearty and 
unflagging cooperation of the body politic ; it is, therefore, one of 
the last steps in the process of regulation, a step always to be 
taken with extraordinary circumspection and with the assurance 
that the force of a thoroughly awakened public conscience lies 
behind it. The chief value of a good law touching this subject 
at the present juncture is that it constitutes the standard of right, 
which can be appealed to at any time as an epitome of the experi- 
ence and wisdom of the human race. You can then declare without 
fear of contradiction, "This thing is wrong; our legislators say 
so" ; Ijierefore the heavy burden of proof rests on him who would 
prove the contrary. The presumption always is that what the law- 
sanctions is right, and what it forbids is wrong. 

(b) Instruction. — Next to legislation comes the question of in- 
struction. Instruction per se is only capable of touching the fringe 
of the subject, and carries with it none of that vital, germinating, 
self-propagating principle which is an essential of every real propa- 
ganda in the socio-moral realm. If instruction alone is adequate 
to correct an evil, then please tell me why so many doctors, per- 
fectly familiar with the consequences, become addicted to alcohol 
and drugs ? 

You recall in "Pilgrim's Progress" the tons of valuable pam- 
phlets and wholesome instructions that had been poured into the 
Slough of Despond, and yet it continued to spue out its filth, and 
in spite of all that had been so well and skilfully said, Christians 
did still keep on getting bemired there all the time. 

We shall be able to control animal passions by instructions when 
we find we can keep out burglars by bolting our doors with tallow 
candles, and when we can safely tie wild horses with wisps of 
hay. 

Instruction, along with legislation, has its place, an indispen- 
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sable place in any would-be effective campaign, and to my mind 
there is no better model than the class of instructions furnished 
by the Society of Social and Moral Prophylaxis, through such a 
series of pamphlets as I show here. 

(c) Education. — The true fountain-head of all moral reform 
is education, conducted at home, in the school, in the college, and 
in the Sunday school. All these agencies properly fulfilling their 
functions, cooperate in building up the character of the innocent, 
so that when the temptation comes there is the power to resist, 
and passion is controlled and crime is stifled in its genesis. I 
draw a sharp line of distinction between education and instruc- 
tion; by education I mean that which truly educates, and not 
that wretched substitute so largely in vogue in our institutions 
to-day, which is by so many mistaken for education, namely, the 
mere imparting of information or cramming the mind with facts. 
Education is a process of character formation to which instruc- 
tion, and athletics, and all the disciplinary activities of life, con- 
tribute their quota, with this supreme end in view, that the coming 
man may be thoroughly furnished for life's battles with nature, 
against disease and against immorality of all kinds, and that 
thus equipped he may lack nothing. The preeminent qualification 
of an educated man is that he loves righteousness and hates 
iniquity ; if he lacks this mark he is still ignorant and has been 
educated only in name. 

Instruction is therefore one of the accidents of education, one 
of the efficient agents by which she works ; instruction is in itself 
no more education than a chisel or any other useful tool is a 
workman. 

Education, the only solution, applies, then, to the young girls 
and boys who are as yet innocent, to the little girls and boys 
running about our streets and to the young men and women in 
our schools and colleges. If they are not educated they cannot be 
saved, and they will in time become not only as bad, but, as recent 
statistics show, worse than we are to-day. Little or nothing can 
be done to protect the young wife. She must take her chances, 
and be content if she escape with sterility, or at best secures one 
child after years of infertility. 

The education of a child from youth to manhood is two-fold, 
depending as it does upon home training, plus school and college 
training, including the weekly Sunday school. 

Again we stumble upon widespread misconceptions as to the 
relative importance of certain agencies in the solution of this 
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vital problem. Most people to-day hold the opinion that they 
can safely delegate the management of the most precious interests 
with which they are entrusted, namely, the characters of their 
children, to the care of first one school teacher and then another, 
through an ever-changing series in a class of people who are, as 
a rule, utterly unknown to them personally. The simple state- 
ment of the fact is sufficient to refute the fallacy. I now touch 
therefore the true solution of the problem, and I am sorry to say, 
one which makes it hopeless of any real solution after all, namely, 
that it lies in the power of the parents alone to correct this evil. 
Give me 90 per cent, of the fathers and mothers of our land, men 
and women who will care more for their children than they do 
for their pleasures, or their gold, solicitous for the spiritual as 
well as for the temporal welfare of their natural heirs, and I will 
solve this gigantic problem in short order. Take away this van- 
tage ground and all the other agencies you can bring to bear are 
as nothing. Children are no longer taught at home to fear God, 
and with the lapse of Bible study has come a great inruption of 
self-indulgence and its attendant diseases. 

But some will say that is religion and preaching. Well, if 
only religion and preaching will solve the difficulty, in the name 
of that deity of the land which we worship next to Gold, called 
Common-Sense, then let us all get religion and preach. Are not 
our children worth the effort ? I suspect there is a lot of cowardice 
mixed up with this dread of saying anything about religion to the 
man next to you. Religion belongs in the pulpit ? Yes, but, man, 
you are a generation behind the age ; religion has abandoned the 
pulpits to a lot of vapid and neo-critical essayists, and if we of the 
medical profession do not catch her as she stalks our streets in 
distress, and take her with us as we go from bed to bed, from rich 
to poor, through highways and byways, she will soon quit us 
altogether, and then look out for another French Revolution right 
here in Philadelphia, on American soil. 

What shall we do then to protect the innocent? 

First of all, let us each one look to his own home life and 
teach and train our own children aright. 

Then we can with better grace instruct and influence our 
neighbors. 

Let us see carefully what sort of teachers our children have and 
insist that our educators must be men and women, who first of all 
are chosen because of their own nobility of character. 

Then let wise instruction come in and play her part, use care- 
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fully selected pamphlets relating to sex matters. Tell the boys 
about these things when they reach puberty. Let the mother 
deal wisely with her girls, guarding with jealous care the little 
ones, apealing to the reason of the older, and explaining as seems 
best according to time and opportunity. Teach them to resent 
as an insult any approach towards masculine familiarity. Then see 
to it at least that the laws of our land are not corrupted by tolerat- 
ing prostitution and bawdy houses under the specious term, "a 
necessary evil." 

Be wise in having recourse to legislation and permit no laws 
which subject women to indignities and loss of personal liberty 
which do not apply equally to men. You say that, after all, this 
will hardly accomplish a great deal. No, you can't reverse natural 
tendencies any more than you can check Niagara, but you can 
reach a great many individuals, you can relieve a vast amount of 
misery, and aquit yourself of your own individual responsibility, 
and I do not know that you can do more than this in any other 
relation of life. 

RESTORATION OF FUNCTION IN THE INNOCENT. 

By George Erety Shoemaker. 

The title presupposes what must be conceded by all that there 
is an innocent class of sufferers among women. That it is a large 
group, even among the better class of ward patients, the writer 
firmly believes, while among the cultured classes, especially those 
of education and character, the proportion of the innocent among 
those infected is large, which implies that the husband is more 
often than the wife at fault. The writer is not among those who 
believe the unproven hypothesis that 70 or 80, or 90 per cent, of 
men have been at some time in their lives affected. That is prob- 
ably true of certain strata of so-called society; of the lowest it; 
certainly is true, and probably is so among the self indulgent and 
irresponsible rich of newspaper notoriety, but not among the most 
numerous, though perhaps least conspicuous, great middle class 
of the American people. Again the proportion of infected indi- 
viduals among women in private practice is small in the experi- 
ence of those physicians whose patients are not gathered from 
ultra fashionable or sporting classes. 

In Zweifel's private maternity practice 11 per cent, were thus 
infected. Sanger reported in private gynecological practice about 
\2 per cent. In this country it may be safely stated that gyne- 
cologists who do not make a point of treating venereal disease will 
have a much smaller percentage than this on their case books. I 
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rarely see gonorrhea in my office, and seldom have such a case 
under treatment, but systematically use boiled rubber gloves and 
instruments just from the boiler in all gynecological examinations, 
private and ward, in order to protect both the patient and myself. 

The impressions as to the frequency of gonorrhea will be 
influenced in the minds of gynecologists by the character of their 
private practice, by the location of their hospital wards near a 
disreputable quarter of the city, by the frequency with which they 
submit discharges to the microscopic test. 

The clinical examination may be deceptive. The occurrence of 
gonorrheal ophthalmia in one of my resident physicians led 
to a microscopic examination of secretions in a ward patient 
recently examined by him, who showed absolutely no visible signs 
of disease. The gonococcus was then readily demonstrated in her 
urethra by the microscope. 

Microscopical demonstration of gonorrhea was made in a girl 
of four years, living in a hotel in another locality under conditions 
of scrupulous refinement as far as I could discover. The 
child's nurse had a vaginal discharge, which doubtless accounted 
for it. 

A patient known to be free from disease, and whose husband 
was also free, suddenly developed a urethritis demonstrated micro- 
scopically to be gonorrheal. While nothing can be proven beyond 
cavil in any such case, it was found that the family laundress had 
a discharge; was using her employer's best linen on her own 
person ; in doing the washing never boiled the clothes, and indeed 
refused to do so on account of the labor involved. A new phase 
of the servant problem. 

Statistics are difficult to obtain which show in what proportion 
of those infected definite loss of function results. It appears to be 
demonstrable by bacteriological methods that colonies of gon- 
ococci can remain indefinitely in a dormant condition in either 
tubes or ovaries, for an indefinite length of time, certainly months, 
and probably years. The proper irritating or disturbing factor 
only is needed to awaken the old nidus to renewed activity and 
development. It may, therefore, be doubted whether in an abso- 
lutely strict sense gonorrhea in women can ever be finally pro- 
nounced cured. Though it be demonstrated that there exists a 
possibility that renewed activity may occur in such foci, and 
though the disease were never cured, there would still be open for 
discussion the question of the restoration of function. 

Certainly this is more hopeful where the function is impaired, 
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not through the gonococcus itself, but through its weakening 
effect on tissue resistance offering a foothold for the invasion of 
other organisms such as the staphylococci and the colon bacillus. 
By far the larger number recover as far as definite clinical 
symptoms are concerned within a few weeks, the urethritis soon 
disappearing, and while there might be found colonies in urethral 
or vulvovaginal glands, or in submucous tissues, if search were 
made, the patient considers herself well. 

What functions are impaired or interfered with ? 

Gonococci have been found in the pleura in the vanous joints, 
in the spinal fluid of meningitis, in ulcers upon the skin, in the 
sputum of pneumonitis. 

Neuritis and particularly sciatica are not infrequently observed 
with this origin. Its well-known invasion of the eye need not be 
referred to. Phlebitis or arteritis may show the organism and be 
starting points for infection of the blood. From a gonorrheal 
endocarditis through the blood stream a secondary invasion of 
any part may ensue, and indeed a secondary pyemia from local 
abscess may develop. 

With the impaired function of joints, nerves, or pleura, we as 
gynecologists are not just now concerned. The disturbances of 
function most likely to be called to our attention are those of uri- 
nation, menstruation, and reproduction. 

Urination. The urethra is said to be involved to some extent 
in nearly all cases of gonorrhea. Extension to the trigone of the 
bladder may or may not occur. The treatment of the acute con- 
dition is not here under discussion, but the chronic disorders of 
the bladder and urethra may exact much painstaking effort in 
order to secure relief. They are, however, entirely curable if 
systematic effort be made. The fact must never be lost sight of 
that the disease is intrenched in many places, such as tubular and 
vulvovaginal glands and in connective tissue below the mucous 
membranes, where it is out of the reach of douches and medicines 
taken by the mouth. Each gland may require injection with argyrol 
or other silver salt, and if troublesome the tubular glands should 
be slit up. The chronically-inflamed vulvovaginal glands often 
give so much trouble that they require excision. Curetting of the 
uterus should never be done till very late, and then with a whole- 
some fear of salpingitis in mind. It is easy to infect new areas 
in trying to apply medicaments to the urethra or uterine canal. 
The best results are obtained by smoothing out all folds in the 
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knee chest position and the direct application of silver salts, such 
as argyrol. 

Menstruation. The symptoms of increased frequency and 
quantity of menstruation often amounting to hemorrhage, with 
irregular pain and soreness, are symptoms of inflammation of the 
tubes and ovaries, which often receive a mistaken interpretation in 
the individual case. They are attributed to incomplete abortion, 
or even to extrauterine pregnancy, when in fact the condition is 
wholly inflammatory. Rest in bed and the use of the abdominal 
ice bag are methods of great importance in this stage, while wait- 
ing for the active state of the infecting organisms to change to 
the inactive, after which the abdominal operative indications will 
come up for careful consideration. Gynecologists are more and 
more chary of operating in the acute stages of gonorrheal inflam- 
mation when the limits to which the disease will spread are not 
yet determined and when the operative mortality is at its height. 
Curetting for this variety of excessive menstruation is harmful 
until several months have elapsed. 

Reproduction. Undoubtedly the occurrence of sterility follow- 
ing gonorrhea is the matter of supreme interest in connection with 
this subject. What can be done for the innocent toward the resto- 
ration of this lost function ? 

The proportion of cases of gonorrhea in which the tubes become 
infected has been given by Schmitt as 5 per cent. (Zeit. f. Geb. u. 
Gyn. XXL). Bumm studied 53 cases from the very beginning 
through five months, and found (Frauenarzt, 1 891, VI. 345) that 
the tubes became involved in 3J4 per cent. 

This shows that tubal involvement is quite unusual. One is apt 
to be misled into a wrong impression of its frequency by dwelling 
upon the fact that 40 per cent, of operative abdominal cases are 
due to the gonococcus (Report of Committee of Amer. Med. 
Ass'n) . 

Then a fact which has great bearing upon the curability of 
salpingitis is that other organisms than the gonococcus are fre- 
quently at fault, even though the latter was present originally. 
Its weakening effect on tissue offers an opening for the invasion 
of staphylococci or the colon bacillus among others. 

Andrews (Amer. Jour. OBST.),in 684 operative cases found the 
Bacillus coli communis in 2j/£ per cent., the pneumococcus in 2 
per cent., staphylococci or streptococci in 10 per cent. As 55 per 
cent, were sterile their original active organism could not be de- 
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termined. Wcrtheim found the pus sterile in 62 per cent, of one 
of his groups. 

While these other organisms and their products may be very 
destructive when in acute stages, they do not have the indefinite 
staying power of the gonococcus. Granting that a large per- 
centage of gonorrheal foci requiring operation have become 
sterile, it becomes almost certain that there must be a great many 
cases where gonorrhea invades the uterus, tubes, and ovaries which 
do not extend beyond the stage where resolution and disappear- 
ance of symptoms after absorption of inflammatory products is 
possible. This absorption may occupy several years in its accom- 
plishment. 

The presence of acute gonorrheal urethritis is not a bar to preg- 
nancy, as large numbers of pregnant women show the infection. 
Fruehinsholz (Cent. f. Gyn., 1903, 45) studied 101 cases which 
became pregnant while infected. 

It is the chronic conditions arising in the endometrium, tubes, 
or surrounding peritoneum which produce sterility. There is no 
question that in well-developed pyosalpinx, whether gonorrheal 
or not, operation is indicated, if possible after all acute symptoms 
have subsided. In the individual case, however, where prompt 
and efficient early treatment with rest in bed has resulted in only 
a small amount of fixation of the pelvic organs with very little 
rigidity and hardening so well known as the result of the deep- 
seated gonorrheal processes, there remains a measurable degree 
of hope that with time and patience the disease will not extend ; 
the organisms will die as they do in the majority of cases, and that 
then reparative processes may, with the aid of treatment, again 
permit resumption of function in tube and ovary. 

I have no hope of the nonoperative restoration of the tube after 
the formation of a well-defined pyosalpinx. I have very little hope 
with operation, though undoubtedly some cases late enough to 
have the organisms dead, have had patulous functionating tubes 
after resection. It is my belief that conservative surgery of the 
tube is usually out of place in gonorrheal pyosalpinx, but that sub- 
ject will be ably presented in the paper which is to follow. Unless 
both ovaries also show abscesses, I never remove both, and if pos- 
sible I leave both. 

In the individual mild case, however, where a long fight with 
disease is worth while, owing to the intelligence and good sur- 
roundings of the patient, in spite of the fact that one may never 
be sure that encysted foci of organisms will not light up trouble, 
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much may be done to restore the function of tubes, ovaries, and 
uterus by treating faithfully with argyrol every accessible locus in 
the early stages, and then alter long waiting carefully using pres- 
sure, douche, adhesion stretching, possibly electricity, and local 
medication. 

There is no doubt that pregnancy will in time occur in some of 
these cases. They will not be numerous, for not often will physi- 
cian or patient have the necessary perseverance. 

The result in two cases may illustrate the possibilities as well 
as the difficulties. 

"Tubal infection following gonorrhea, followed by pregnancy 
after treatment" Four years ago a young woman of 22 was 
referred to me by her physician because of sterility, though she 
had only been married a year. She had never missed a period, 
and the flow had been normal until after her marriage. Disease 
in the husband had supposedly been cured before marriage. For 
eight months there had been symptoms due to a mild salpingitis, 
the menses had become painful with nausea and vomiting two days 
before, the quantity free for five days and irregular for fourteen 
days of each month. Urination frequent, especially near the 
period. A diagnosis of mild chronic gonorrheal endometritis, 
salpingitis, and urethritis was made with no demonstrable enlarge- 
ment of the tubes, though there were some pelvic adhesions. A 
guarded prognosis as to the sterility was given, though the condi- 
tion was considered a relatively favorable one owing to the mild 
degree of infection present. The treatment carried out was as 
follows: Careful curettement in hospital, followed by smooth 
recovery ; the local application of protargol solutions, and urotro- 
pine by the mouth. This was associated with permanganate of 
potassium douches, and was later followed by gentle stretching 
of adhesions and the use of icthyol and glycerine tampons. At 
the end of three months the patient was clinically entirely well 
with no pain at all either before or during the periods. She was 
advised to discontinue treatment. She remained well, and nine 
months later found herself pregnant at two months, but threatened 
with miscarriage. In my absence from the city she came into the 
hands of another physician, and I did not see her again for more 
than two years. She then reported that the miscarriage had 
occurred, that the hemorrhage was allowed to continue for six 
weeks, when she hecarne septic, whether before or after a curette- 
ment which was performed I was unable to learn. 

She had made an imperfect recovery from the post-puerperal 
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septic attack and had never been entirely well since. Several 
weeks before coming again under my observation, she had symp- 
toms of acute abdominal inflammation with severe vomiting and 
fever. She was treated by other physicians, and, after refusing 
operation at their hands, she applied to me with an enormous 
pyosalpinx on each side and a large abscess of the left ovary. She 
was still anxious for maternity, and declined any operation which 
involved the total obliteration of her organs. The smears from 
the cervix and urethra showed a diplococcus which did not invade 
the cells, thereby making the clinical diagnosis of gonorrhea nega- 
tive at the time. 

Again giving a doubtful prognosis as to sterility, I consented to 
try the effect of conservative surgery. Under ether exploration 
was made of the posterior vaginal cul-de-sac, with the object of 
securing primary drainage previous to secondary operation 
through an abdominal incision with resection of the tubes, when 
the large amount of pus had been drained away. The vaginal 
operation was, .however, abandoned without opening the peri- 
toneum, as the well-rounded masses would push away under pres- 
sure as though peritoneal adhesions about them were incomplete. 
The abdomen was later opened, and the inadvisability of vaginal 
incision was demonstrated by the absence of adhesions found. 
There were no parietal or intestinal adhesions whatever, and the 
great contorted tubes, the left one overriding a rounded fluid sac 
nearly five inches in diameter, presented an absolutely smooth and 
free surface, except at the very bottom of the pelvis. Each tube 
was one and a half inches in diameter at its outer end, the left 
one curling over the ovarian abscess sac before referred to, all 
tightly held in the pelvis by their bulk, and not by adhesions. It 
was necessary to empty both tubes and the ovarian sac in order to 
raise them high enough for ligation. The pus was thin brownish, 
mixed with yellow, without odor. It was sponged away, the 
sponges being discarded as used, in all 60 gauze pads being 
employed in the operation. The left tube to the cornu and the 
ovarian sac were entirely removed. In order to preserve some 
chance of maternity the right ovary, which was inflamed, but not 
showing pus, was allowed to remain. The right tube, however, 
after ligation of its broad ligament attachments by chromicized 
catgut, was cut away to within one inch of the cornu. This por- 
tion of the tube being apparently normal is very likely to remain 
patulous, and there is a mechanical possibility of pregnancy. The 
pelvis was sponged dry, the peritoneum was closed with catgut 
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without drainage after a careful toilet. The wound was closed 
with silkworm gut from the skin through aponeurosis and muscles 
with a separate catgut suture of the aponeurosis. There being 
more than two inches of fat, a minute drain, half an inch below 
the skin, between stitches, was allowed to remain for two days. 
Next day the temperature was 99 ° and the pulse 80, and a smooth 
recovery without rise of temperature followed. 

An interesting side light upon the unreliability of a single leu- 
cocyte count in abdominal surgery is furnished by the count of 
8,900 in this pus case, while in a case of hemorrhage from rup- 
tured extrauterine pregnancy with collapse, successfully operated 
upon about the same time, the leucocyte was 27,800. Although 
the patient under consideration had an unfortunate experi- 
ence from being allowed to become septic after her miscarriage, 
the history is nevertheless interesting as showing what may be 
done toward securing pregnancy in the presence of mild pelvic 
disease of eight months' duration. It will be interesting in after 
years to know whether or not pregnancy again occurs by means 
of the single ovary and the portion of tube which now remain. 

Experience shows that in the absence of infection the cornual 
ends of tubes remain patent unless actually excised and the ends 
sewed over. The afebrile course of the convalescence after such 
extensive soiling of the pelvis and wound with pus forms a prac- 
tical demonstration of the nonvirulence of any organisms present. 

Five months after the salpingectomy the patient was clinically 
well, but had not become pregnant. Her periods are regular, nor- 
mal, and painless, lasting three to four days. 

Pregnancy following gonorrheal salpingitis. Another patient 
had been under my observation for several years. She is now 42 
years old and is five months pregnant. Her last child is defective 
and is 17 years old. The acquired sterility probably began with 
an attack of gonorrhea ten years ago, treated by another physician 
for several months. 

When I first treated her in 1901 there was mild right salpingitis, 
a large and heavy uterus, pigmentation of orifices of vulvovaginal 
glands without any acute gonorrheal symptoms, but the source of 
the old infection could not be doubtful. There was an acute ex- 
acerbation of discharge and urethritis in 1904 which subsided 
without further involvement of the tubes. 

After acute symptoms had subsided she had more or less treat- 
ment directed against the adherent right tube and chronically 
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enlarged uterus. A year after discontinuing treatment she re- 
ported pregnant. 

SHALL THE OPERATIVE TREATMENT OF GONORRHEAL SALPINGO- 

OOPHORITIS BE CONSERVATIVE OR RADICAL? 

By H. J. BOLDT. 

To determine a question of such great importance to women 
affected with gonorrheal salpingitis requires judgment based on 
many cases that have been observed for a long period of time. 
The simple fact that an operation has been done and that the pa- 
tient recovered from the effects of the operation does not suffice 
because both abdominal and vaginal operations have been 
so perfected in technique that recovery from the surgical inter- 
vention is almost certain in 95 per cent, of the cases, barring 
an unlooked-for accident. 

The larger part of the literature bearing upon the subject 
of conservative operations is absolutely destitute of value for 
the guidance of those who are without personal experience, be- 
cause the authors do not, or, for reasons, are not in a position to, 
report on the ultimate results that were obtained by the op- 
erations, and it must be conceded that unless we can learn 
of these, the mere discussion of technique, and what opinion 
this one or that one has, must necessarily be without clinical 
value to us. It is very difficult to keep such patients under 
satisfactory observation, which may be evident from the few 
cases that I am in a position to report upon from amone the 
patients operated upon in a period of three years. It would 
be still very much more difficult were we to try to learn the 
status of patients operated upon ten or fifteen years ago. 

One may judge how important this question is for the human 
race when it is appreciated that the majority of those who 
have pus collections in the Fallopian tubes have contracted 
their ailment primarily through gonorrhea. James N. West, 
for instance, states that he has examined the reports of many 
thousands of cases on the bacteriological findings of tubal 
contents, and consequently comes to the conclusion that 62$ 
per cent, of all such cases are due to gonorrhea. Still more 
astounding are the statements of Dr. Humiston and of Dr. 
Joseph Price, quoted by Dr. Joseph Taber Johnson that from 
90 to 95 per cent, of abdominal sections for infections and 
adhesions and pus collections are due to gonorrhea. 

When your president did me the honor to invite me to par- 
ticipate in the symposium and named the part which he as- 
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signed to me, I at once sent letters to those patients who had 
been subjected by me to operation for the disease under con- 
sideration during the three years prior to January, 1906, re- 
questing that they call on me for reexamination, and, if that 
was impossible, to inform me as to their health now, com- 
pared to that prior to the operation, and also as to their status 
regarding menstruation. 

I desire to call particular attention to the title of my part 
of the discussion, so that it may be clear that I do not con- 
sider at all whether and when it is necessary in cases of gon- 
orrheal tuboovarian inflammation to resort to surgical inter- 
vention, or under what circumstances it is preferable to resort 
to nonsurgical methods of treatment. I am considering only 
cases in which it has been decided upon to resort to surgery. 

I will first cite the cases accurately observed: 

T. S., 27 years old. Conservative operation July 15, 1903. 
The right pyosalpinx was ablated, including its interstitial 
part, and the ovary implanted into the uterine cornu. The 
left adnexa, although not normal, showing an intense salpingo- 
oophoritis, were left untouched, because it was thought that a 
cure might ensue. On May 22, 1906, a radical vaginal op- 
eration was done, because of recurrent attacks of pelveoperiton- 
itis and left tuboovarian abscess. 

The pathological report briefly states that the uterine wall 
shows marked inflammatory changes. Bundles of muscle 
cells have been pushed apart by the serum, which contains 
a large quantity of leucocytes. The ovaries show very marked 
chronic inflammatory changes. 

A. L., aged 24 years. Left adnexa entirely removed. Right 
salpingectomy; the ovary implanted into the uterine cornu. 
The uterus fixed to the abdominal wall. Symptomatically, 
the patient is in good health, menstruates at intervals of from 
three and one-half to four weeks, two or three days' duration, 
normal quantity, only occasionally slight dysmenorrhea. 

H. S., aged 20 years. Two years since primary infection. 
Right salpingectomy. The pyosalpinx is about one inch in 
diameter, and the ovary in a state of small cystic degeneration. 
Left adnexa retained, although not normal. Patient feels com- 
fortable, though at times there is some pain in the left iliac 
fossa. There is some thickening of the left tube. 

J. F., forty years. Left tube ablated and the ovary im- 
planted into the uterine cornu. The right adnexa entirely 
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removed. Patient in perfect health, menstruates regularly 
and in normal quantity. No dysmenorrhea. 

S. S. Bilateral salpingectomy. Both ovaries implanted. 
At present the only complaint is of sterility. 

L. W. Bilateral salpingectomy. Symptomatically, in per- 
fect health. The pyosalpinges were nearly an inch in diameter. 

B. W., aged 21 years. Both tubes removed and the ovaries 
implanted into the uterine cornua. The patient was in per- 
fect health for some time after the operation, when she was 
again infected. Her second infection required nearly three 
months before gonococci remained absent on examination. No 
pelvic symptoms occurred during the second attack. Patient 
is now in good health. 

R. W. Bilateral salpingectomy. Patient is in good health 
and menstruates regularly, but scantily. 

S. K. Bilateral salpingectomy. Patient menstruates reg- 
ularly, but not as much in quantity as formerly, and the dys- 
menorrhea is only slightly relieved. 

S. J. L. On the left side, salpingectomy. On the right 
side, complete ablation of the adnexa, but immediately a small 
piece of comparatively normal ovarian tissue was transplanted 
into the right uterine cornu. Patient reexamined on January 
5, 1907. Local condition excellent; all exudate existing prior 
to the operation has entirely disappeared. Menstruation is 
regular, of from six to seven days' duration ; no dysmenorrhea. 
Prior to the operation the menstruation was very profuse, and 
of eight to ten days* duration, and the woman had unbear- 
able dysmenorrhea. 

D. T. Bilateral salpingectomy. Menstruation normal and 
no dysmenorrhea, otherwise also in perfect health. 

L. W. f 28 years old. Before operation the patient had in- 
tractable menorrhagia and metrorrhagia. She was at no time 
free from pain in the iliac fossa, most marked on the left side. 
Her appetite was poor and she suffered much from indigestion. 
The left adnexa were completely ablated, and on the right side 
a salpingectomy was done. The ovary was cystic. No evidence 
of disease was found on reexamination, on December 31, 1906. 
Symptomatically, she was in perfect health. Menstruation is 
regular at intervals of four weeks, normal in quantity, and with 
no dysmenorrhea. Indigestion completely cured without any 
other form of treatment. 

S. J. G. Bilateral sacculated pyosalpinx. Atypical uterine 
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bleeding. Recurrent attacks of pelveoperitonitis. Never with- 
out pelvic pain. Bilateral salpingectomy. Reexamination 
twenty-three months subsequent to operation. Uterus of 
normal size, no pain on examination. Menstruation at regular 
intervals of four weeks, of from three to five days' duration, 
no dysmenorrhea. The patient is in perfect health. 

There were forty- three conservative operations done for 
gonorrheal adnexal disease during the period mentioned, but 
unfortunately I could not personally interview and reexamine 
more of the patients than those mentioned, and it is obvious 
that it would be useless to draw conclusions from operations, 
unless we were in a position to learn something definite about 
the later results. Those here given about correspond with 
those attained from operations at previous times. In the 
cases cited, in all but four, gonococci were demonstrated in the 
pus, showing that the assumption that gonococci always dis- 
appear from the pus after the disease has existed about six 
months is erroneous. 

The surgical technique consisted of a thorough dilatation of 
the cervix, with an equally thorough curetting, and then pack- 
ing the uterus with medicated gauze. The interstitial part of 
the tube was exsected by a V-shaped incision, and the ovary 
implanted into the gap, and held there with a fine catgut suture. 
In chronic suppurative interstitial salpingitis there will not in- 
frequently be found in the horn of the uterus, over the inter- 
stitial part of the tube, a hard nodular mass of variable size, 
usually a little larger than a pea. If one were to leave the in- 
terstitial part of the tube under such circumstances, it would 
be but natural that complete relief would not be obtained. 
I, therefore, lay much stress upon the exsection of the inter- 
stitial part of the Fallopian tube. The tying off of the tube 
near or at the horn of the uterus is not so satisfactory in its re- 
sults as is the technique described, because by tying off the 
tube a part of the diseased tubal mucosa is left, and, further, 
there is some risk of an inflammatory exudate forming about 
the stump. This is avoided when complete excision is made. 
I have always been able to control the bleeding in the uterine 
horn readily with properly adjusted sutures. About fifteen 
years ago attention was first called to the desirability of re- 
secting the interstitial part of the tubes in cases of salpingitis 
nodosum by Friedrich Schauta. 

All the patients operated upon, w T ith three exceptions, had 
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for an abundant time been subjected to palliative treatment, 
surgical intervention being adopted only as a last resort. 

A question of much importance is, When is an ovary still in a 
sufficiently healthy condition to be retained? From the ob- 
servations so far made,' I have answered the question to my 
satisfaction. Ovaries, because they are the seat of small cystic 
degeneration, need not be sacrificed. If the follicular cysts are 
multiple and larger than a hempseed, igni-puncture is made; 
if not larger they are left undisturbed. The simple puncture 
of such cysts is, in my opinion, useless, because they soon 
fill again. If an ovary has one or more larger cysts upon it, 
the diseased area is entirely resected and the wound brought 
together with a thin catgut suture. If macroscopically I could 
determine the presence of a small circumscribed abscess, this 
was opened and, after wiping out the interior, the cavity was 
made free from danger of further suppuration by entirely cut- 
ting it out with a small sharp scalpel. 

I have, in all except two cases, left the ovary attached to 
its ligament. In the two cases in which it was not done, the 
largest part of the ovaries were transplanted into the uterine 
cornua within a few moments after the interstital part of the 
tube had been exsected. . I regret my inability to report on the 
subsequent condition of these two patients, the letters having 
remained unanswered, because the patients had moved and 
left no address, according to the report of a nurse whom I had 
sent for the purpose of interviewing them. 

Some doubt may be expressed about the four cases in which 
no gonococci were found to be present in the pus, as to whether 
they were gonorrheal pyosalpinx cases, because the positive 
distinction can be made only with the aid of the microscope. 
It is a clinical fact that gonorrhea usually attacks both tubes, 
but this also holds good for puerperal and tuberculous sal- 
pingitis. The other distinctive points between puerperal and 
gonorrheal salpingitis, which are dwelt upon by Nicholas Cukor 
that the puerperal infection is carried from the uterine mucosa 
to the lymphatics and blood-vessels, and thence into the para- 
metria, while the gonorrheal infection spreads from the uterine 
mucosa to the tubal mucous membrane, and that the exudation 
which in puerperal infection takes place in the infected para- 
metria is mostly extraperitoneal, while the exudation which, 
going from the tube to the peritoneum, is mostly intraperitoneal, 
is not likely to help us at the bedside sufficiently to make 
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a positive diagnosis without knowing an exact history. So 
that in the four cases in which no gonococci were found, I de- 
pended upon the history in making the diagnosis of gonorrheal 
pyosalpinx. 

Whenever it was at all consistent to be entirely conservative 
with one side, that tube and ovary were retained, because 
with other thorough treatment at the time of operation, and 
subsequent rational treatment, the diseased tube may become re- 
stored to a normal condition and its possessor may become 
pregnant. We should, however, always bear in mind that the 
leaving of the whole or a part of an inflamed tube in connection 
with an ovary more or less changed by an inflammatory pro- 
cess, involves decidedly more risk to further degenerative 
changes in such an ovary, or part of an ovary, than if a com- 
plete salpingectomy had been done, as is shown by clinical 
observation of the results of such cases. No salpingectomy 
or other conservative treatment on the tubes should ever, in 
my opinion, be resorted to when the abdomen is opened for 
chronic suppurative gonorrheal salpingitis, although even such 
a procedure has a number of advocates. 

I now invariably prefer the abdominal route when I hope 
to be able to practice conservative surgerj' on the adnexa, be- 
cause the field is clearer, and the technic can be carried out 
with more exactness; besides, the work is not so rude on the 
uterus, and the convalescence is just as rapid. 

Flockmann, who likewise gives preference to the abdominal 
route, reports 88.9 per cent, of cures from conservative opera- 
tions on the adnexa, although there seem to be some opera- 
tions included that were not for gonorrheal infections. 

The mere fact that a young woman knows that her pelvic 
organs have been entirely removed, has, in some cases, a very 
detrimental effect on her psychical condition; further, we 
have reason to believe that the ovary gives off a secretion 
which seems to be more or less essential to the well being of 
woman during her procreative years. Nature has provided in 
her own way a time when it is no longer essential, namely, 
after the menopause. If this secretion is suddenly interrupted, 
especially during the prime of life, by some form of surgical 
intervention, more or less serious disturbances do take place 
in the woman which last for a greater or lesser period of time. 
If this secretion, the exact nature of which we are as yet not 
acquainted with, is stopped gradually by destructive disease 
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in the ovaries, then the disturbance in the general condition 
of the patient is not marked. 

It is maintained by a large number of physicians that, if 
ovarian extract is administered to such patients as suffer from 
the effects of oophorectomy, the reflex symptoms are over- 
come. I have not yet been able to verify this assertion satis- 
factorily to myself, although very many cases have been 
so treated. On the other hand, S. W. Bandler states that be 
has followed thirty such cases and has never failed to see the 
disappearance of the symptoms of artificial menopause if ovarin 
was administered. But why should we resort to artificial means, 
which are at best only problematical, when we can positively 
avoid these disagreeable symptoms by the retaining of an ovary 
or both ovaries together with the uterus in suitable cases? 1 do 
realize that these symptoms pass off in the course of a few 
years; in fact, the grosser the pathological changes in the 
ovaries, the sooner they pass off; yet, why should we not 
always endeavor to save the woman the annoyance from them, 
if possible? 

It is, on the other hand, occasionally necessary to supplant 
the former conservative operation by a subsequent radical 
operation, even in the cases where the adnexa had been entirely 
removed, although in the latter class a subsequent hysterectomy 
very seldom becomes necessary. On the whole, I am con- 
vinced that a conservative operation is the better procedure 
to follow whenever it can consistently be done. 

From conservative surgical work upon suppurating tubes, 
like washing out pus or doing plastic operations upon them, I 
have failed to see any benefit. The patients so treated by 
me in former years, or operated upon by others, and subsequently 
seen by me, were not relieved, and usually had to be subjected 
to further surgical treatment. 

My observation upon patients who were subjected to a radical 
operation, and by a radical operation I mean a complete hys- 
terosalpingo-oophorectomy, has led me to the conclusion that 
unless the symptoms were very urgent, that is, consisting of 
constant or nearly constant pain, with or without uterine 
bleeding, uncontrollable by other means of treatment, and the 
local condition was such that it was unadvisable to retain the 
ovaries, as in instances where the uterus was very large and 
hard, instances of chronic metroendometritis, occasionally 
termed fibrosis of the uterus, or where the ovaries were in a 
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diffusely suppurative condition so that it was evident that the 
retaining of a part of one or both ovaries could not be satis- 
factorily accomplished, it was an undesirable operation. 

It may be mentioned here that Theilhaber says that there 
is no such thing as chronic oophoritis; also, that Dr. A. Ko- 
blanck says that every pyosalpinx has a gonorrheal origin. V. 
Francque states that the majority of his cases were of gonorrheal 
origin, and that many clinical cases of supposed puerperal in- 
fection are, in fact, due to ascending gonorrhea during the 
puerperium, but by the time the clinician sees the patient there 
is frequently no longer any evidence of gonococci. 

Charles Greene Cumston recommends curetting and usin. 
gauze drainage for the cure of pyosalpinx, the purulent cog- 
lections in the tubes being emptied out through the uterine cavityl. 
Two of the patients seen by him in consultation, who were thus 
treated, subsequently became pregnant. In connection with 
this statement and those of authors who have reported cures 
of chronic pyosalpinx of gonorrheal origin by vaginal incision 
and drainage of the tubes with gauze, followed by subsequent 
pregnancy, the opinion of Dr. Amberger who, although an 
ardent advocate of conservative surgery on the adnexa, re- 
taining, if possible, an ovary or part of an ovary with the 
uterus, says: "If pyosalpinx may be cured by puncture per 
vaginam and pregnancy ensue, it might be well to prove that 
it was a case of pyosalpinx. " 

S. J. McNamara has read an interesting paper advocating 
absolute conservative vaginal operations in such cases, and 
gives a lucid description of the technic usually employed in 
these operations. The question which, however, most inter- 
ests us all, is missing, namely, that of what were the later 
results. My own results have not been satisfactory to the 
patients with such procedure. 

It would also be of great interest to the profession to learn 
of the remote results achieved by Hunter Robb from his excel- 
lent conservative work. He quotes forty-one cases of positive 
gonorrheal adnexal affections, in which in some cases the whole 
or a part of the ovaries and the whole or a part of the tubes 
were saved. 

A very interesting series of papers bearing on this subject was 
read at the meeting of the American Gynecological Society, 
in 1903, by Drs. Pilander Harris, I. S. Stone, Matthew D. Mann, 
and Charles P. Noble. Harris' paper is so thorough that it 
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deserves most careful consideration in connection with the 
papers which follow it. On page 178-179 he, however, 
makes a statement which is not plausible. "With both 
tubes exsected, and the abscessed ovary remaining, we have 
but to incise the abscessed ovary per vaginam and drain it 
for a while to effect a cure. M I maintain that if an abscess 
of the ovary is so that it can be made accessible per vagi- 
nam with safety to the patient, it must be comparatively 
large; further, it must be on the floor of the pelvis and in 
the cul-de-sac, and must there be adherent. I seriously doubt 
that one can positively make the diagnosis that such condition 
as described by me is really an abscess of the ovary; the only 
certain diagnosis that one can, under such circumstances, make, 
is intraperitoneal pelvic abscess. An abscess of the ovary, 
to be at all safe for conservative treatment, must be very small, 
circumscribed, and near the surface of the gland. This, of 
course, refers only to those small abscessed ovaries occasionally 
found in connection with pyosalpinx, and these it is impossible 
to treat as suggested by Harris. 

A second statement that my experience does not coincide 
with, is, "that the surgically-produced menopause is less pro- 
longed and less distressing than the physiologic one." My 
experience is just the reverse, especially in young women in 
whom the ovarian structure was not nearly totally destroyed 
by disease. The views of Mann must be, in my opinion, co- 
incided with by every rational thinker, so far as the surgical 
procedure advocated by him is concerned. In the discussion 
following, Noble calts attention to a weighty objection to radical 
operations, as the term is used by me, namely, the post climac- 
teric atropliyof the vagina and vulva. 

In the discussion following the paper of Carlton C. Frederick, 
which is similar to the one read by Harris, Bonifield mentions 
a very unusual case in which he had operated for double pyo- 
salpinx, removing one tube in its entirety and one-half of the 
other, yet the patient subsequently gave birth to a child. Fred- 
erick states that the ovary is abscessed in a relatively small 
proportion of pus tubes operated upon. This corresponds with 
my experience. 

Regarding sterility in these cases, it is indeed remarkable 
how much difference of opinion exists. Hector Treub of Am- 
sterdam says: "In the cases of double pyosalpinx it exists as 
a result of the disease, and the operation, radical or not, can 
not change it." 
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Noble pleads for the radical operation rather than removal 
of the adnexa, when a suppurative condition is present in 
them, because of its lower mortality and its lower morbidity. 

H. McNaughton Jones summarizes his views, which I think 
snould meet with approval, as follows : " Given a case of adnexal 
disease demanding abdominal celiotomy, in which the adnexa of 
one side are seriously involved, the contingency of partially 
affected or unhealthy adnexa on the other side should be carefully 
discussed with the patient, and her deliberately-considered 
wishes ascertained as to the removal of or retention of these. 
The possibility of the need for a second celiotomy should be 
pointed out to her — the surgeon not merely obtaining what is 
known as 'a free hand,' but eliciting her express wish after 
the clearest possible explanation placed before her of the ad- 
vantages and disadvantages of both courses. If there is a 
reasonable doubt of the future health of the adnexa in question, 
then I think the best course is to remove them, provided al- 
ways that the patient has given her full consent to such a pro- 
ceeding, should it be deemed necessary. " 

S. Dobrowolski and L. Friedman advocate the radical vagi- 
nal operation in all cases of obstinate and serious adnexal disease 
of gonorrheal origin. 

Fehling advocates removal of the adnexa on account of the 
danger threatened by tubal pregnancy. 

August Martin warmly advocates conservative surgery done 
per vaginam. Although he recognizes the difficulties attend- 
ing the procedure, yet the results have been eminently satis- 
factory. Women that he has cured by this method have 
subsequently become pregnant, although they had extensive sup- 
purative disease of the adnexa. 

While I agree to Dr. Baldy's statements in a general way, I 
cannot agree that final results are not always reliable, if he means 
the symptomatic condition of the patient a year or more subse- 
quent to the operation. We have no justification for allowing 
theoretical reasons to supersede practical results in forming an 
opinion as to what should be done, or what should not be done. 
We should endeavor to adjust our reasoning, regarding the effect- 
ual relief of her ailment, on the same plane with that of a patient. 
If, for instance, our observation has taught us that in most 
instances we can achieve good symptomatic results for a patient 
by removal of the oviducts alone, it is preferable to resort to- 
such an operation rather than to sacrifice the ovaries with of 
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without the uterus. If the condition is such that both ovaries 
must be sacrificed, then I believe it to be a better procedure to 
do a radical operation, because* then the entire focus of in- 
fection is at one time removed completely. If, on the other 
hand, in certain cases, simple vaginal incision, etc., gives satis- 
factory results, that procedure should be practised. 

I coincide with Diihrssen that "Extirpation of both append- 
ages and the uterus is only indicated when both ovaries present 
collections of pus. " With regard to the latter part of the sen- 
tence quoted. "or when both ovaries had undergone total cystic 
degeneration, " I am inclined to hesitate, not knowing what an 
individual operator may consider totat cystic degeneration. I 
have seen so many ovaries that were called totally cystic degen- 
erated ovaries, whereas it was a form of chronic oophoritis pre- 
senting macroscopically the picture of small cystic degeneration 
nearly over the entire surface of the ovary, and perhaps in the 
interior numerous small cysts. Yet there was present sufficient 
ovarian stroma of functional power to make such ovaries useful 
for the performance of the functions of ovulation and menstrua- 
tion. I have, in patients who have such ovaries in connection 
with the disease under consideration, when the pyosalpinges had 
been removed, split the ovaries, and in the interior used igni- 
puncture to destroy the cyst follicles, and also used a small actual 
cautery point on theexterior cysts if they were larger than a hemp 
seed. Then the ovaries, the condition always being bilateral, 
so far as my observation goes, were united by fine catgut sutures 
and implanted into the uterine cornua. The result was satis- 
factory. It may of course occur that some such patients will 
have further degeneration of the ovaries, or a continuance of 
symptoms, or a recurrence of symptoms that may eventually 
lead to the necessity of further surgical intervention. Such 
possibilities should, however, not deter us from making the 
attempt to be conservative in our procedure. I seriously 
doubt that many men could be found who would be willing 
to sacrifice both testicles if there was a possibility of treating 
them conservatively, even at the risk of the possibility or 
even probability of a subsequent operation for their removal, 
should the disease for which the first operation was done be- 
come so aggravated that no other course was left. 

Dr. George T. Harrison says: "Before a radical operation is 
advised, the gynecological surgeon should let his patient know 
that she purchases her restoration to health at the ex- 
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pense of the loss of her internal genitalia, the faculty of 
generation, and libido. " I coincide with him that such 
statement should be made for safety from legal complica- 
tions which might arise if it were not made, but excep- 
tion must be taken to the statement in its correctness as 
to the last point. I have found that most patients whose 
pelvic condition was such that such extensive operation was 
indicated, had decided objection to cohabitation because of tha 
pain it caused them, whereas after operation they not only 
permitted it without objection, but, on the contrary, in many 
instances it then became a pleasure to them and they found a 
satisfaction which they had not experienced at any time before 
their illness. So far as the faculty of child-bearing is con- 
cerned, these women are sterile. I have never seen a single 
instance of double tuboovarian abscess or chronic double pyo- 
salpinx which had become restored to such a condition that the 
woman became normally pregnant. We must always bear 
in mind the cause of the ailment. 

Further, we know that a large proportion of the husbands 
of such women have azoospermia, so that the question of fecun- 
dation from that man may also be dismissed. 

Let us consider the acute form of gonorrheal salpingo-oophor- 
itis, in which the Fallopian tubes are greatly distended with 
thin, creamy, or seropurulent pus. Sometimes the pelvis 
contains considerable serum or seropurulent fluid as the result 
of the acute pelveoperitonitis. It is my conviction that this 
particular class of patients are best served by still greater con- 
servative surgical intervention. The Fallopian tubes in this 
class of cases are usually on or near the floor of Douglas' cul- 
de-sac, and can be readily approached per vaginam. I well remem- 
ber the first such patient upon whom I tried a conservative 
operation. It was in the winter of 1895. The lady was seen in 
consultation with Dr. J. A. Irwin. She presented the typical 
picture of an acute pelveoperitonitis which could not be distin- 
guished from a general peritonitis. The entire abdomen was dis- 
tended and very sensitive to the touch . The abdomen was burnt 
from the effects of hot flaxseed meal poultices before Dr. Irwin had 
seen her. She had been in bed for more than two weeks and was 
suffering intensely. A posterior vaginal incision evacuated 
about 200 to 250 c.c. of thin seropurulent fluid. After its 
evacuation, the fingers introduced into the cavity readily pal- 
pated the enormously distended Fallopian tubes; they were 
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both widely opened and evacuated and the cavities then washed 
out with a mild antiseptic solution. The uterus was vigorously 
curetted and irrigated with a similar solution. The uterus and 
the cul-de-sac were then lightly packed with iodoform gauze, 
a small strip of gauze having also been introduced into the in- 
cision of the enlarged tubes, so that the openings made therein 
could not immediately close. Every other day the dressings 
were changed until it was no longer necessary, the gauze being 
gradually diminished in quantity. 

An examination about a year later showed comparatively 
good pelvic conditions. There was some thickening of the 
adnexa, and they were low down in the pelvis, the uterus was 
somewhat enlarged, but the patient was in fairly good health, 
only occasionally complaining of pelvic pains. I last heard 
from her in September, 1902, and she reported herself quite 
well and able to fill a position in one of the government depart- 
ments in Washington. 

Such is practically the kind of conservative surgical treat- 
ment that has been practised by me since then in all instances 
of acute or subacute inflammations, in which the adnexa were 
accessible per vaginam. In some instances it became necessary 
to again incise, and in about twenty per cent, of the cases more 
radical surgery was required at a later date, but fully eighty 
per cent, of such patients who could be reexamined, had their 
pelvic organs retained and the majority made a complete symp- 
tomatic recovery. Restitutio ad integrum was achieved in 
about one-third of the cases. 

This nearly corresponds with the experience obtained in 
Chrobak's clinic. 

Posterior colpotomy is also favored by Treub when the gon- 
orrheal pyosalpinx is favorably situated, he, too, being in favor 
of conservatism whenever it can consistently be resorted to. 
The same course is pursued in the Greifswald clinic, under the 
supervision of August Martin, who also reports that in fifty per 
cent, of all cases of tuboovarian abscess the pus was found 
sterile. 

Karl Fett also maintains that the majority, about eighty per 
cent. , of the cases that are treated by simple vaginal section and 
drainage, are symptomatically cured. The opposite view is, how- 
ever, taken by Fehling, of Strassburg ; he leans to the side of more 
radical operations especially in all cases of longer standing. He 
says that the compartments in sacculated pyosalpinx are not 
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amenable to treatment by incision or puncture, and, further, 
that the pus is by no means always sterile after the lapse 
of from six to nine months. He admits the possibility 
of spontaneous cure in very mild cases of purulent endosal- 
pingitis, and the possibility of the subsequent occurrence 
of pregnancy, but denies that a spontaneous cure is pos- 
sible if the pyosalpinges have attained a diameter as thick 
as a finger; if it should occur, he says, it would take a very long 
time. In young persons, so long as there may be a possibility 
of retaining even a part of one ovary, he resorts to abdominal 
section because of the clearer view that one can get of the 
operation field. 

Stefleck, if an operation is indicated, chooses one of three 
methods — either simple vaginal incision, ablation of the adnexa, 
or the radical operation. In fact, nearly all operators select 
one of these methods if an operation is resorted to. Stefleck 
prefers the vaginal route, and selects vaginal section especially 
when, in young persons, he desires to retain the function of 
menstruation; extirpation of the adnexa alone, when the uterus 
is not involved; and the radical operation when double ad- 
nexal disease with involvement of the uterus is present. 

R. Mourlhou is also in favor of radical operations, selecting 
the abdominal route and preferring supravaginal hysterosalpin- 
go-oophorectomy to the total extirpation of the uterus unless 
vaginal drainage is desirable. He considers vaginal incision as 
only a palliative operation to be subsequently followed by a 
more radical procedure. 

H. C. Coe recognizes as a palliative operation the propriety 
of vaginal incision and drainage in the sense that it relieves a 
patient from immediate danger. It is assumed by him that 
eventually a radical operation may be necessary. He, Schauta, 
and a few others, emphasize the advisability of complete 
ablation of the Fallopian tubes without leaving a stump. 

Kuntzch, from Mackenrodt's clinic of Berlin, speaks in favor 
of conservative vaginal operations in gonorrheal adnexal disease, 
especially in the earlier stages after infection, because, first, of 
the lower mortality rate, and the greater probability that in 
instances of early operations the adnexa of one side will be found 
more often in a relatively healthy condition, so that they may 
be retained with such functional ability that subsequent preg- 
nancies may ensue, which is not the case after purely conservative 
treatment or late operations. 
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From his description I am led to believe that plastic opera- 
tions on suppurating tubes are not infrequently done. Twenty- 
four pregnancies following conservative operations on typical 
gonorrheal tumors are reported by him. 

Henkel, from Olshausen's clinic, advises against the reten- 
tion of the other Fallopian tube, even if it is only in a state 
of simple inflammation, if the one tube has changed into a 
pyosalpinx. It is advised to operate so that no stump is left 
and to cover the wound surface with peritoneum. The ovaries 
are retained when possible, but neither he nor any other operator, 
so far as I have been able to see in the literature, speaks of what 
disposition of the ovaries is made, so that I must come to the 
conclusion that they are left where they were after salpingectomy 
has been done. 

CONCLUSIONS. 

In gonorrheal affections of the Fallopian tubes, if operative 
treatment is necessary, all the features of the case must be taken 
into consideration. If the case is acute, and the vaginal fornix 
bulges from the accumulation of serous or seropurulent exudate 
as the result of the existing pelveoperitonitis, the patient should 
be treated on the same principle as we treat one with a pelvic 
abscess; a large posterior colpotomy should be made and exit 
given to the secretion. For this purpose the pelvic abscess 
instruments devised by me and made by the Kny-Scheerer Co., 
are superior and safer than those generally used. Then, with 
the fingers introduced through the opening, the Fallopian tubes 
should be palpated and at the most accessible part incised, the 
cavity washed out as well as possible under low pressure, and a 
strip of gauze loosely packed into the cavity. The uterus should 
then be thoroughly curetted and packed with medicated gauze. 
Finally, the cul-de-sac is also packed with iodoform gauze. 
The dressing should be changed as often as may be deemed 
necessary. 

In cases of chronic suppurative salpingitis the abdomen 
should be opened if there is a probability of saving some part 
or parts of the adnexa. If a tube then on inspection should be 
found to be nonsuppurative, an attempt should be made to 
save it, but if a suppurative condition is present in a tube, con- 
servatism should be desisted from. Such Fallopian tubes, if 
one or both ovaries are not transformed into such abscess that 
conservatism with the gland is out of question, should be com- 
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pletely removed. The ovary, if it can be separated from the tube, 
should then be implanted into the gap caused by the exsection 
of the interstitial part of the tube, and there fastened by a thin, 
plain catgut suture. If the ovary cannot be separated, but a 
portion of it is seemingly still fit for ovulation, the entire adnexa 
should be removed and that part of the ovary which it is desired 
to retain should at once be excised and transplanted into the 
uterine cornu. The existence of small cystic degeneration is no 
contraindication to an attempt to retain the entire ovary or a 
part of it. The connection of the gland with the ovarian ligament 
should always be left undisturbed if possible. Ignipuncture on 
such ovaries should only be used if the cysts are larger than a 
hempseed. Neither is the presence of a small circumscribed 
abscess a contraindication to the making of the attempt at 
retaining ovarian tissue so as to preserve the function of men- 
struation. Pregnancy has not been observed in any of the 
cases so treated by me, but menstruation has invariably been 
continued, and in nearly every instance there has been a symp- 
tomatic cure of the patient. A curetting should always precede 
the abdominal work. 

When it is evident that ovarian structure cannot be retained, 
a radical operation should be done. In this class of cases it is 
preferable to remove the cervix also, so as to eliminate posi- 
tively all specific germs in the pelvic organs, unless one can 
conclusively satisfy himself that the cervical mucosa is free 
from gonococci. In most cases the symptoms brought about 
by the enforced premature climacteric subside in the course of 
three years or less. The sexual desire is seldom diminished; 
in fact, in a number of patients it is increased, though in the 
majority no change in this respect is produced. 
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Dr. Charles P. Noble. — A discussion upon this subject, to be 
of much value, must be based upon definite data. One point 
especially interesting to me is that of infection of the tubes and 
the blocking of the tubes as a cause of sterility. The subject is so 
familiar to us all now that we are apt to forget that twenty years 
ago, in the treatment of sterility, the subject was not mentioned at 
all in the standard text-books. When I became a member of the 
American Gynecological Society, I thought I wrote a novel paper 
when I wrote on salpingitis as a cause of sterility. Showing, 
however, that there is nothing new under the sun, in looking over 
an old book published in Amsterdam in 1691 by Ruyschius, I saw 
a very beautiful picture of an occluded tube, probably from gon- 
orrhea, and his discussion on the relation of this condition to steril- 
ity. 

The question arises whether we shall use conservative operative 
treatment for gonorrheal salpingitis. For a number of years 
when we have had to deal with large pus collections in the pelvis, 
I have made use of vaginal incision and drainage, whether the 
infection is gonorrheal or puerperal. These are usually cases not 
only of pyosalpinx or of abscess of the ovary, but, in addition, 
intraperitoneal abscess. Without doubt, many of these cases are 
originally gonorrheal, and in a large percentage the patients sub- 
sequently have good health. Therefore, there is no doubt that it is 
perfectly possible for a patient who has a gonorrheal pus tube or 
gonorrheal abscess of the ovary, or gonorrheal abscess from sup- 
purative peritonitis, to be symptomatically cured by vaginal 
incision and drainage. The worse the case is the greater is the 
probability of permanent cure by this method. Some four years 
ago, in a study of cases operated upon in this way, it was found 
that the percentage in which secondary operation was necessary 
was very small. Of the cases of acute gonorrheal peritonitis, I 
have only one case in which there was acute gonorrheal salpingitis 
with intraperitoneal abscess, in which after drainage the patient 
no longer had symptoms and subsequently became pregnant. 

In cases of pus tubes or gonorrheal salpingitis which are not 
advanced, my feeling about operation is quite the contrary, usually 
doing a radical operation. From the experience that in trying to 
do conservative operations such a large percentage had subse- 
quent trouble requiring radical operation, I was driven to the posi- 
tion that such cases if operated upon at all should be operated upon 
radically. In this study of the subject there was a mortality of 6 
per cent, in the cases operated upon conservatively, from Dr. 
Boldt's standpoint, that is, in which the uterus and one ovary were 
left in. In the same group of cases the mortality was only 2 per 
cent, after hysterectomy. 
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I never do the radical operation when one side is healthy. If 
the patient is carefully curetted at the time of the operation, and 
the disease is unilateral in a large percentage of cases, there is no 
subsequent trouble on the other side. 

Dr. John B. Deaver. — I have been much interested in hearing 
these papers, and especially interested in the paper of Dr. Kelly, 
and with Dr. Kelly I believe that the responsibility lies at home 
in a large measure. Parents too often delegate the care of their 
children to outside sources, and on the principle that "evil com- 
munications corrupt good morals," unless we know to whom our 
children are intrusted, with whom they are associated, unless we 
are familiar with their instructors, teachers, and professors, and 
see that they are the proper persons with whom to have your 
children, we are not going to solve this problem. 

I agree with Dr. Kelly also in regard to law. With all our laws 
we are not able to correct the filtration condition nor find anything 
wrong in the matter of our State Capitol. After all, the question 
comes back to the morale of the individual. I, therefore, indorse 
Dr. Kelly's paper most heartily. Being a father, having boys and 
girls, some of whom are now going out and others who will later 
enter society, I realize the importance of this matter. I have my 
opinion of the ultra fashionable society where they drink cocktails, 
serve champagne, and cigarettes are not eschewed ; the "Caruso" 
cocktail (the feeler), I believe, is the latest innovation. I have 
been often astonished to find that cocktails were served at dinner 
where ladies were present, and more greatly surprised to find 
that the ladies drink them more heartily than the men. I am 
strongly opposed to such customs, believing that they are the root 
of the evil, for we are all familiar with the old saying, "Wine, 
woman, and song." 

I was much interested in the paper of Dr. Shoemaker, but I 
do not think his point is very strong in his conservative treatment 
of the case he reported, nor do I think his point in regard to 
leucocytosis is very strong. When this subject was first taken up 
I took the reverse side, but if to-day we are not open to conviction 
we had better get out of the business. I am glad to acknowledge 
that I have been converted in regard to this subject. I believe 
in leucocytosis and in the differential count ; not, however, to the 
exclusion of clinical symptoms, but associated with them, particu- 
larly in catarrhal appendicitis, or in the early stages of typhoid 
fever. When laboratory methods give me valuable light, I am 
glad to make use of them, yet I do not believe much in laboratory 
doctors, especially when you are sick. 

In regard to the paper of Dr. Boldt, I cannot agree with him in 
detail. Personally, I do not think much of conservative surgery 
in the pelvis in the case of chronic salpingitis, chronic oophoritis, 
and conditions of that kind, because in the majority of instances 
they are due to gonorrheal infection. A minority of cases are due 
to post-puerperal infection, and likewise a minority are due to 
water closets, soiled linen, etc., but the number is so small that 
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they are not worth considering. We have the two main classes. 
The only regret I have had in the treatment of these cases has 
been in having adopted conservative measures. It is much like 
the questoin of appendicitis and pyonephrosis, etc. My former 
practice was to incise the kidneys. My practice now is to take 
them out. I can save them by cutting them out, but I cannot save 
them by cutting them open. This is equally true of the pelvis. 
The matter of sterility and childbearing we must consider sec- 
ondarily. The first consideration of the surgeon is to cure his 
patient. I care nothing for ovary or tube; if they are infected I 
take them out every time. The resection of tubes and ovaries, and 
the transplantation of ovaries sounds nice, it reads nice, but in 
the majority of instances these procedures have not given the 
patient the greatest benefit. 

Vaginal incision will relieve the patient, so far as symptoms 
are concerned, but if radical surgery is to be attempted the abdom- 
inal route is preferable to the vaginal. 

All the points brought out in the papers are interesting, but I 
was especially interested in the paper of Dr. Kelly from a moral 
standpoint. 

Dr. Richard C. Norris. — The important relation of gonorrhea 
to pregnancy and the puerperal period is of special interest to men 
doing both obstetrical and gynecological work. The two practical 
points from the standpoint of the obstetrician are the dangers 
to the child of ophthalmia and the dangers to the mother of puer- 
peral infection following repeated examinations or operative 
manipulation in the infected vagina. Throughout a period of six 
or seven years I routinely used a 2 per cent, solution of nitrate of 
silver as the prophylactic treatment of gonorrheal ophthalmia, 
and in that time there were five cases of ophthalmia in some fifteen 
hundred deliveries. I was then induced to try argyrol, 20 per 
cent, solution, and in less than six weeks there occurred six cases 
of gonorrheal ophthalmia, in one of which loss of vision in one 
eye occurred, although the child was under the care of a skilled 
oculist from the very beginning. Argyrol was then abandoned 
for nitrate of silver. This is a practical observation as to the rela- 
tive value of argyrol and nitrate of silver as a means of prophy- 
laxis. 

The moral aspect of this subject discussed in Dr. Kelly's paper, 
presents a problem practically incapable of solution. We all agree 
that laws will not make people good, that education will not always 
make people good. When the parent takes his child at an early 
age, and tries to point out the harmful ways into which he may 
fall, however good the child's intention, however careful the 
parent may be, if the boy or girl is brought face to face with 
temptation, it is a question of strength of character whether or not 
he or she withstands the temptation. Where that strength of char- 
acter is to come from is difficult to decide, whether from inheri- 
tance, environment of a religious life, or from the freedom from 
temptation. Personally, I believe the latter is the most important. 
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The power to resist sexual temptation is a quality which some 
inherently possess and which others never possess, and while it is 
a wise thing to educate our children as to matters sexual and their 
dangers, it is also plainly our duty to have a knowledge of their 
daily associations ; and, when the young man goes to college, there 
should be a more intimate relationship between the boy at college 
and his father at home. The father should know what his associa- 
tions are, and constantly advise him of the dangerous temptations 
that will come to him in the guise of pleasure. In spite of educa- 
tion and a wholesome fear of venereal disease, man's sexual 
instinct will always make some men incontinent, and for that class 
medical methods of prophylaxis offer the only hope. 

Regarding the surgical treatment of these cases, there are few 
of us who have not been tempted by the vagaries of conservative 
surgary. Cases that, at the time of operation, promise the most 
hopeful results, often turn out the worst. Some, as Dr. Noble has 
said, of the most aggravated cases will have a happy result. The 
only way to study this subject, as Dr. Boldt has said, is to note 
the after histories of a large number of the cases as the years go 
by. It is my conviction, and now my practise, that the more radi- 
cal the surgery employed in cases due to gonorrhea, the better is it 
for the patient. The penalty has been paid by the woman when 
the disease was contracted. It is, if you choose, the result and 
penalty of infraction of a Divine moral law. She has received her 
infection, she pays the price — an innocent sufferer often. To 
practice conservative surgery with scientific precision, it would be 
necessary to determine in the individual case, and at the time of 
operation, the virulence of the organism and the local resistance of 
the tissues, neither of which is possible with our present knowl- 
edge. It is, therefore, my opinion that, as a rule, the more radical 
the surgery the better will be our results. 

Dr. Boldt closes. — I formerly took the same standpoint as Dr. 
Deaver, but we must act according to the results of our experi- 
ence. There was a time when all gynecologists did more radical 
work. From the patients that I have been able to observe of those 
conservatively operated upon, four out of five have been sympto- 
matically cured. 

Dr. George Erety Shoemaker closes. — My reference to leu- 
cocytosis was a comment upon the small value of a single count 
in any one case. A tendency of the count up or down may be 
valuable if there is time to make several observations. The low 
count in the pus case indicated absence of an active process and 
good incarceration if a sac were diagnosed by other methods. The 
high count in the ruptured extrauterine case would have been mis- 
leading if any attention had been paid to it, as there was no sign 
of active inflammation on opening the abdomen. 
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Meeting of March 21, 1907. 
The President, John G. Clark, M.D., in the Chair. 

SYMPOSIUM ON THE ABDOMINAL WOUND. 

DR. CHARLES P. NOBLE. 

THE ABDOMINAL WOUND — ITS IMMEDIATE AND AFTER CARE. 

I think the generally accepted principle with reference to the 
incision is that it should be so made as to cause the least injury 
to the muscles and especially to the nerves ; whenever possible we 
should split muscles instead of cutting them. For the median 
incision personally I prefer to go through the inner border of 
the right rectus rather than through the linea alba. For the 
lateral incision I cut through the outer border of the right rectus, 
so that we have exactly the same incision to deal with in closing 
that we have when making the median incision ; that is, we have 
both the posterior and anterior sheaths of the rectus to suture. 
The same principle applies to the posterior incision for a kidney 
operation and for an incision in the upper abdomen in operations 
upon the liver. 

In the next place the incision should be so placed and suffi- 
ciently ample to facilitate and not to hamper the operator. This 
is especially true in dealing with pus accumulations. When deal- 
ing with aseptic conditions the incision should not be longer than 
is necessary to operate comfortably. In the presence of septic 
conditions an abundance of room is safer for the isolation of the 
septic material. McBurney's incision is desirable in aseptic cases. 
Where we are likely to find pus it is better to make a simple 
lateral incision, because we are so much better able to control the 
septic fluids through a simple incision which can be lengthened as 
desired. 

With reference to suturing, it is generally accepted that homo- 
logous structures should be brought together. In the median 
incision the strength of the union depends upon the union of 
the aponeuroses and fascia. 

The only other point which occurs to me in this connection is 
the question of Pfannenstiers incision, which is a transverse in- 
cision through the skin, fat and aponeurosis, and then a vertical 
incision through the rectus muscle. The theoretical advantage 
of this incision is that the muscle or muscles are of use in 
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keeping the aponeuroses together until sound healing is obtained. 
Where we have a vertical incision all the way through the ab- 
domen, the normal tonic condition of the rectus muscle is of no 
service whatever in keeping the wound together. In the trans- 
verse incision (Pfannenstiel's) the contraction of the rectus mus- 
cles assists in keeping the aponeuroses together. 

The acceptance of these principles involves the use of tier 
sutures to obtain the best results. Personally, in addition to be- 
lieving in suturing homologous structures, I feel that there is 
an advantage in overlapping the aponeuroses. In other words, 
the strength of union between superimposed aponeuroses over- 
lapped a third of an inch, more or less, is greater than is obtained 
when the aponeuroses are sutured edge to edge. 

The avoidance of tight sutures and the vitality of the patient 
are points of definite value in securing primary union. Primary 
union is favored by the use of tier sutures, as tension can be 
avoided. Tier sutures, on the other hand, favor dead spaces. 

With the through-and-through suture, post-operative hernia 
occurs in from five to thirty per cent, of cases, according to 
Winter and LaTorre. The figures they give are to an American 
quite astonishing. In America five per cent, would probably rep- 
resent the post-operative hernias with the through-and-through 
suture. Hernia is most apt to follow when this method of suture 
is employed in fat women and where drainage is employed. Be- 
cause of the thickness of the abdominal wall and the length of 
the sutures, it is mechanically impossible to secure union of homo- 
logous structures. In fat women, also, in order to secure ap- 
proximation of the wound, it is inevitable that the sutures shall 
be tied rather tightly and this favors suppuration. With the tier 
suture, in America, hernia occurs in not more than one per 
cent. In my experience with the overlapping of the fascia it 
has been a fraction of one per cent. We all know, however, that 
we may have suppuration in a wound followed by hernia, no mat- 
ter what method of suturing we employ. 

In the matter of suture material I use catgut for buried su- 
tures and the silkworm gut for the through-and-through suture. 

For the care of the wound the essential thing is that the dress- 
ing shall protect it from septic infection. My personal prefer- 
ence is for a wet bichloride dressing which shortly becomes dry 
and is an absorbent dressing. Silver foil is supposed to inhibit 
germs, but I regard it as inferior to wet bichloride gauze. The 
most important point in reference to the dressing is that it shall be 
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an occlusive dressing and shall be so applied that it will stay 
in place. There should be free use of adhesive plaster not only 
to prevent the dressing from slipping sideways, but also from 
moving up and down, thus exposing the wound to secondary in- 
fection. The upper and the lower strips of plaster should extend 
above and below the dressing, thus guarding the wound from 
secondary infection (Edebohls). 

These elementary considerations need only to be mentioned, not 
elaborated, in this society. There are some questions not so 
universally accepted ; for example," that of quiet after operation 
versus freedom of movement. Personally I see no reason for 
questioning the soundness of the classical teaching that rest and 
quiet favor sound healing of wounds. At the present time the 
tendency is to give patients more freedom of motion after opera- 
tion than in the past, allowing them to get out of bed after a 
major operation in twenty-four or forty-eight hours. Unless 
the approved teaching with reference to the consolidation of the 
wound being favored by a longer stay in bed be found to be er- 
roneous, the burden of proof must rest upon those recommend- 
ing earlier motion. 

There are two grounds upon which freedom of motion and 
early locomotion is recommended which are at least plausible. 
One is that freedom of motion tends to prevent stasis in th^ 
venous circulation, and therefore to prevent thrombosis and 
phlebitis. Our knowledge of the etiology of thrombosis and 
phlebitis is not sufficient to decide this question on theoretical 
grounds, and therefore whether or not it is true must depend 
upon the practical results secured in large series of cases by those 
who practice the classical and the proposed methods. I see no 
other way of settling the question unless additional light is thrown 
upon the etiology of thrombosis and phlebitis. As it is well 
known that wounds burst open, no matter how sutured, as late as 
the second week after operation, it would seem as though pa- 
tients with abdominal operations must run this risk if early loco- 
motion is permitted. Quite a number of hernias in ordinary 
simple sections have come under my notice since the present 
practice of getting patients early out of bed has been in use. I 
saw a case like that to-day where, after a simple appendicitis 
operation, the patient developed hernia. She was out of bed in 
a few days and sent to the country in eight days. Her wound 
came open after reaching home and then a hernia developed. 
Such a result after the methods in use in my clinic in clean cases 
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has never been observed, and the result was clearly due to early 
locomotion. 

The second argument in favor of early locomotion is that pa- 
tients do not suffer from the loss of tone consequent upon a pro- 
longed stay in bed, and also that the patient can return much 
more promptly to his or her duties, and thus save not only the 
expense of a prolonged stay in the hospital, but the loss which a 
prolonged absence from regular duty entails. 

This argument is specious, and if the claims for the newer 
method with reference to the healing of wounds and the avoid- 
ance of phlebitis and embolism shall prove correct, the practice 
will have manifest advantages for all those undergoing opera- 
tions when their general health is comparatively good. In 
gynecological practice, however, the argument will have little 
weight, as the majority of women undergoing abdominal sec- 
tions are either prostrated by disease or sufficiently neurotic or 
neurasthenic to require special treatment intended to restore the 
tone and balance of the nervous system. For patients reduced in 
strength by hemorrhage or by sepsis from pelvic inflammatory 
disease the prolonged rest in bed is essential for their restora- 
tion to health. For neurotic women who must undergo opera- 
tions, the best way to avoid the development of post-operative 
neurosis is to give them a modified rest cure, followed by easy 
travel. 

With reference to the employment of the abdominal bandage 
as a routine after celiotomy, I shall merely express my individual 
judgment. For abdominal wounds sutured by the tier method, 
in which primary union is obtained, the occurrence of hernia is 
never to be anticipated, and in my practice, therefore, the abdomi- 
nal bandage is used in the first few months for its mental rather 
than its physical effect. When a patient is obliged to apply the 
bandage on rising, it reminds her that she has been instructed 
to avoid muscular exertion until at least ten weeks have elapsed. 
Otherwise, I feel that it has no advantage. 

As a special exception, in patients having a flaccid or pendulous 
abdomen the bandage takes off a certain amount of strain from 
intraabdominal pressure, promotes the comfort of the patient, and 
relieves the wound of a certain amount of tension, and is therefore 
to be recommended. A well-fitting straight-front corset accom- 
plishes the same result. 

When drainage has been employed and when wounds have sup- 
purated, the bandage is recommended in the hope rather than 
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the expectation that it will prevent hernia; and partly also as a 
result of traditional teaching and as a protection against criticism 
when hernia subsequently develops. The view is so widespread 
that a bandage is of service under these circumstances that a 
surgeon who neglects its use must expect criticism, for some 
years to come, in patients who develop hernia. 

DR. F. F. SIMPSON, PITTSBURG. 

GASTROINTESTINAL COMPLICATIONS FOLLOWING ABDOMINAL 
OPERATIONS. 

It is conservatively estimated that during the year 1906 more 
than 75,000 abdominal operations were done in 2,300 American 
hospitals. The mortality following these operations varied between 
the very wide limits of 1.5 per cent, on the one hand and 24.5 per 
cent, on the other. It is fair to assume that mortality merely 
marks the limit of post-operative morbidity, and that quite as 
striking a difference occurred in post-operative complications and 
sequelae. 

A personal inspection of a considerable number of the institu- 
tions referred to, and a comparison of their equipment and meth- 
ods, will in large measure afford explanation of this marked 
discrepancy in results. Fortunately the great bulk of work done 
to-day is in the hands of competent surgeons and is of a high 
order of excellence. Yet whatever results may have been achieved 
in the past, it is incumbent upon all who do such work to strive 
diligently for further improvement. We must realize at the very 
beginning that many factors contribute to a high percentage of 
recovery with ideal convalescence. Chief among them are a due 
appreciation of the functional value of anatomical structures, a 
comprehensive knowledge of the principles of pathology, the rec- 
ognition and correct interpretation of gross pathological lesions 
in the living subject, an intimate knowledge of the habits and 
accidents common to the abdominal viscera, a correct estimate of 
the patient's margin of reserve strength, a wise choice of the time 
and type of operation, a rigid aseptic technique, a considerable de- 
gree of manipulative dexterity, and such esprit de corps among 
one's group of co-workers as will permit of operative speed and 
precision. It is clear that the consummation of these desiderata 
necessitates a fortunate combination of time, adequate facilities, 
proper training, special aptitude, and assiduous application. Yet 
they are the requisites of uniform success, and as such constitute 
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the most important factors in the prophylaxis of post-operative 
morbidity and mortality. 

It is generally recognized by those who realize the gravity of 
their trust, that these considerations apply to surgical measures 
in general, and that the more serious the work and the complica- 
tions which may follow, the more rigidly do they apply. 

In abdominal work the structures which may be more or less 
seriously impaired by our efforts to relieve real or fancied ills 
are the circulatory system, the respiratory tract, the excretory 
organs, the abdominal wall, the peritoneal sac, and the viscera it 
ensheaths. 

Your President has wisely entrusted three of these subjects 
to men who can speak with authority regarding them. To me he 
has accorded the privilege of presenting for discussion the remain- 
ing topic, viz., some of the "Post-operative Complications Involv- 
ing the Alimentary Tract." 

These complications, like other affections of the alimentary 
tract, give definite evidence of their existence and their nature by 
deviations from normal functions alone, or in association with 
functional disturbances of other structures. 

From the standpoint of practical diagnosis, three types of affec- 
tion may modify the functions of the digestive tract. They are : 

1. Functional disturbances of the alimentary tract itself, due to 
the anesthetic ; to slight traumatism from handling the intestines 
or packing them out of the way; to decomposition of intestinal 
contents ; to the absorption of poisons from the alimentary tract, 
etc. 

2. The second type of affection which may disturb alimentary 
functions consists in functional or organic affections of other 
structures of the body, such as local or general peritonitis, and ' 
post-operative acute toxic hyperemia of the kidneys, each of which 
conditions gives a definite and characteristic series of ialimentary 
symptoms. 

3. The third type consists in organic lesions of the alimentary 
tract itself, such as intestinal adhesions, fecal fistula, intestinal 
obstruction, thrombosis of mesenteric veins, acute dilatation of the 
stomach, etc. 

I. FUNCTIONAL DISTURBANCES OF THE ALIMENTARY TRACT. 

The most striking functional post-operative disturbances of the 
digestive tract are nausea and vomiting, and meteorism, with or 
without excessive or diminished peristalsis and abnormal dis- 
charges. 
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The significance of these phenomena varies with their individual 
characteristics, the time of appearance, duration, and associated 
disturbances. Thus, we must recognize three types of emesis : 

(a) That accompanied by retching, 

(b) That accompanied by nausea, 

(c) The regurgitant or projectile type which is attended by 
neither nausea nor retching. 

The time at which emesis begins is of diagnostic importance. 
The vomiting due to anesthesia begins before or shortly after 
the patient becomes conscious and is attended by retching and at 
times nausea. Its frequency and duration are almost an exact in- 
dex as to the excessive quantity of ether taken. When given 
carefully and in small amount by the drop method, emesis is 
usually entirely absent, or occurs only once or twice within the 
first twelve hours. When, however, a considerable quantity of 
ether is required, or when it is poured on until the patient is 
thoroughly saturated, as was too often the case even a few years 
ago, the vomiting sometimes persists for eighteen to twenty- four 
hours, and merges into that due to renal insufficiency. 

The emesis of post-operative acute hyperemia of the kidneys 
usually occurs in cases in which the quantity of ether and the 
vomiting due to it have been excessive, though there is often a 
quiescent period of ten or twelve hours. It commonly begins 
eighteen to twenty-four hours after operation, is slight in amount, 
accompanied by decided nausea and retching, is frequent and per- 
sistent; the tongue is dry, the quantity of urine grows progres- 
sively less, and albumin and casts become more and more abun- 
dant. When the condition is recognized and a hot air bath 
given, the excretory organs become active and vomiting ceases 
'abruptly and completely. 

In striking contrast to these two types of vomiting, we find 
the regurgitant or projectile type due to meteorism, ileus, or acute 
dilatation of the stomach. It rarely begins earlier than twelve 
hours after operation and is characterized by large quantities of 
bile-stained fluid which rolls from- the mouth with very little effort 
or nausea. 

Other functional complications of the intestines which 
may rarely occur are dynamic ileus and poisoning by the yellow 
iodide of mercury. 

Dynamic Ileus. — Since the classical article on ileus, published 
by Dr. Jno. B. Murphy (in the Journal of the American Medical 
Association) in 1896, several cases of death due to dynamic ileus 
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have been reported, but little of essential value has been added to 
the knowledge of the subject. 

This condition has been observed so rarely that many able 
surgeons have even doubted its existence, asseiting that the con- 
traction of the intestine occurred after death. From that opinion 
I must dissent. I am aware that post-mortem contraction of the 
intestine does occur; I have observed it several times. I feel 
equally sure, however, that dynamic ileus may occur, during life 
and be largely responsible for death. It was my privilege to ob- 
serve Dr. Werder's case throughout, having assisted in the opera- 
tion, seen the patient constantly during her illness, and witnessed 
the autopsy two hours after death. Though this case has beep 
published in detail, I take the liberty of giving a synopsis here. 

Mrs. W., 35 years old. The right tube, containing a small round 
cell sarcoma the size of a cherry, and the cystic right ovary were 
removed without incident. For the first five days convalescence 
was perfectly normal — she was reading the daily papers and asked 
permission to sit up. Following an egg-nog she had griping pain 
in the intestines. Typical symptoms of almost complete intestinal 
obstruction, very slight distension, excessive peristalsis and 
marked circulatory disturbance gradually developed and continued 
until death, seven days after the onset of symptoms and twelve 
days after operation. The only improvement that occurred fol- 
lowed a dose of morphine given for pain. In view of the post- 
mortem findings the morphine probably caused the improvement 
At autopsy, two hours after death, twenty-two inches of the ileum 
and the entire large intestine were firmly contracted, the ileum 
having an outside diameter of one centimeter, and the colon being 
exactly the size of my thumb. No other lesion was found, except 
a small sheet adhesion to the intestine which in no way constricted 
its lumen. 

Yellow Iodide of Mercury Poisoning. — Formerly it was not 
unusual to employ iodoform gauze for draining, or more 
accurately, plugging, in cases especially liable to de- 
velop localized peritonitis. This was done in one of our 
cases in 1896. The peritonitis developed on the third day, calomel 
was given, a grain every hour for seven doses. In twenty-four 
hours she had, to our amazement, twenty bloody stools, accom- 
panied by marked tenesmus. Fortunately she recovered. Iodides 
were found in the urine and saliva. She had been absorbing 
iodine from the surgical dressing and eliminating it into the bowel 
as iodides and iodates. The calomel combined with it, giving the 
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yellow iodide of mercury in toxic dose. Since then we have rarely 
used iodoform gauze in any way. 

2. ALIMENTARY COMPLICATIONS DUE TO LOCAL OR GENERAL 
PERITONITIS. 

The nature of these complications is so generally and so thor- 
oughly understood that the merest reference would almost seem 
unpardonable. Yet I cannot refrain from adding my testimony to 
the prophylactic value of deferred operation for the removal of 
the products of inflammation, involving the uterine appendages. 

It has been my privilege to observe abdominal work at a time 
when it was customary to remove pus tubes during the acute 
attack. At that time the mortality from such operations exceeded 
10 per cent. ; drainage was usual, adhesions and hernia frequent ; 
fecal fistulae were not rare ; and localized peritonitis left products 
more serious than those removed. 

In common with most of you, I am unalterably opposed to 
choosing the acute attack as the elective period for removing in- 
flammatory products of the uterine appendages. My reasons are 
briefly as follows : 

i. In a series of approximately 3,000 cases of inflammation, 
of tubal origin, the disease has had a mortality of less than 0.5 
per cent., if we exclude those cases of streptococcic infection 
occurring after the pregnant uterus has been emptied and in 
which nature has made no effective attempt to barricade her 
lymphatic approaches. In those cases the infection quickly be- 
comes systemic and in no sense should they be considered in this 
connection except to be excluded. 

2. In a series of more than 230 consecutive abdominal sections 
done for the removal of the products of tubal infection, there 
have been only two deaths. In one instance death occurred eleven 
days after operation and was due to tuberculosis, with ulceration 
of the intestinal mucosa. In the other, death occurred in the 
fourth week, and was due to cerebral embolism following pneu- 
monia. 

3. In that entire series there has not been a single serious intes- 
tinal complication of any kind following operation, and remark- 
ably few were found at the time operation was done. 

4. If operation is habitually done during the acute attack, many 
ovaries, tubes, and uteri will be needlessly -sacrificed. 

In choosing the time of election for - operation in these cases, 
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it has been my custom to absolutely decline to operate until four 
essential facts were accomplished. 

First, the patient's general health must be such that she has a 
good margin of reserve strength. 

Second, there must be no cellular exudate. If one existed, it 
was nature's positive declaration that the offending structure con- 
tained a poison she was afraid to admit into her systemic circula- 
tion. When the need for its existence disappears an exudate is 
always absorbed. We can well afford to wait until that time. 

Third, the temperature must be absolutely normal or lower for 
at least three weeks — at first an arbitrary period, which I think 
has proven to be the earliest uniformly safe time to operate. 

Fourth, when the preceding conditions have been demon- 
strated to exist, a careful bimanual examination is made, 
and the temperature is taken every hour for four hours; if this 
slight traumatism causes a rise of temperature, we may be sure 
the greater injury due to operation would be very likely to cause 
a serious inflammatory reaction. 

I feel that I may speak with confidence regarding the prophy- 
lactic value of these tests. By way of defining the limit of appli- 
cation of these remarks, however, let me say that delay is not 
advised where pus is easily accessible for evacuation, and in a 
few other types of cases in which sound surgical judgment may 
lead one to operate earlier. 

STRUCTURAL CHANGES. 

Intestinal Adhesions. — It has been said that adhesions consti- 
tute the opprobrium of abdominal surgery. The truth of that 
saying rests upon the fact that they might usually just as well 
have been prevented, if surgical judgment were always good. 

During the course of abdominal operations we should constantly 
bear in mind the fact that nature's method of protecting herself 
against offending objects within the abdominal cavity is to wall 
them off by adhesions. We should further remember that she 
does not discriminate between the offending objects we make or 
leave and those originally there. It is, therefore, imperative that 
we should not introduce infectious material into the abdominal 
cavity. It is equally imperative and equally feasible that where 
an infectious focus exist* within the pelvis, the pus should be ren- 
dered innocuous by internal sterilization before we run the risk 
of soiling clean structures with it. 

By preventing peritonitis the judicious choice of time for opera- 



114 TRANSACTIONS OP THE 

tion constitutes one of the most important prophylactic measures 
in connection with intestinal adhesions. 

Of scarcely less importance are the covering of all raw surfaces 
and the checking of all oozing, in clean cases as well as septic ones. 

Greig Smith long ago showed that raw and peritoneal surfaces 
adhere very quickly and firmly. The only legitimate inference is 
that all pedicles and all raw surfaces due to broken adhesions or 
other injury should be completely covered, thus leaving all ex- 
posed surfaces covered by healthy peritoneum. 

Notwithstanding these well-known facts, while in London last 
summer I saw one of England's foremost surgeons remove three 
fibroid uteri in one afternoon. He was very dexterous. In each 
instance the abdomen was closed in less than twenty minutes from 
the first stroke of the knife. But he did not cover any of his 
pedicles. It would be interesting to know what percentage of his 
patients require subsequent operations to correct the defects he 
causes. 

We should further remember that blood clots are foreign bodies 
which nature attempts to get rid of by sealing or absorption. 

We should never lose sight of the fact that drainage always 
produces adhesions and often hernia as well. 

By demonstrating these facts beyond question, your President 
has perhaps done more than anyone else to reduce the frequency, 
extent and severity of adhesions, and to prevent the disastrous 
results consequent upon them. 

The type and location of adhesions, and the nature of offend- 
ing objects they conceal, have much to do with the inconvenience 
they cause, the need for relief, and the methods to be employed. 

To illustrate: Mrs. McK. had a retroverted uterus and small 
cyst of the right ovary. She was operated upon by a noted sur- 
geon of another state. He removed the right ovary and did a 
ventrofixation. His pedicle and fixation sutures and abdominal 
wound became infected. The small intestine became adherent to 
the pedicle with infected silk ligatures, forming the wall of a 
small abscess. The sigmoid was adherent to the uterus and inte- 
rior of the hernial sac. In each instance the intestinal adhesion 
protected the peritoneum from septic invasion. The pain was so 
constant and severe as to require surgical relief. She made a 
structural and symptomatic recovery. 

Mrs. W.'s appendix and cystic right ovary had been removed. 
The right ovarian pedicle was infected, and a knuckle of small 
intestine became adherent to it, forming the wall of an abscess. 
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There was an incisional hernia. A band of omentum was ad- 
herent at one end to the fundus of the gall-bladder, and at the 
other to the abdominal incision. She had constant pain from the 
infected pedicle and variable pain, due to the intestine tugging 
on it. The gall-bladder became kinked at times, and typical colic 
without jaundice occurred. To add to her troubles she became 
pregnant, and at the third month I saw her for the first time, at 
the request of her family physician. The pedicle was covered, 
the intestine repaired, the gall-bladder freed, the cystic left ovary 
punctured and the hernia corrected. 

She recovered, was relieved from her suffering, went to term, 
and gave birth to a healthy child without incident. 

These cases are but types of many that come to us all, and teacn 
this great lesson — either greater care must be used in choosing the 
time and type of operation and the condition under which it is 
done, or else fewer people should be operated upon. 

Intestinal Obstruction. — Mechanical obstruction of the intes- 
tines occurring after operation presents no distinctive clinical fea- 
tures, but may be recognized as readily as if it occurs in the 
ordinary course of life. 

With the occurrence of obstruction within a few days after 
operation, I have had no personal experience, nor have I ever seen 
a case ; I have seen, however, several cases of intestinal obstruction 
which occurred at varying periods of from one to ten years after 
operation. The two chief types are (i) those in which a broad 
surface of adhesion is followed by constipation, with difficult pain- 
ful evacuation for a time, and finally by complete obstruction ; and 
(2) those in which a knuckle of gut suddenly becomes incarcer- 
ated and strangulated by a band of adhesion, much in the same 
manner as in the case of an adherent appendix, Meckel's diverticu- 
lum or suspensory ligament following ventrosuspension. 

Of the first variety the case of Miss W. is typical. 

A solid sarcoma of the right ovary was removed by Dr. 

in 1897 — mass silkworm gut sutures alone were used. Conva- 
lescence was speedy and comfortable. From time to time she was 
annoyed by gas, experiencing dragging pain at one spot near and 
above the line of incision. Later she had occasional spells of grip- 
ing, vomiting, localized pain, and great difficulty in inducing the 
bowels to move. 

In August, 1901, three years after the original operation, I 
was asked to see her in one of these attacks. She was sent to the* 
hospital, the abdomen opened and six inches of small intestine 
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released from adhesion to the upper angle of incision and adjacent 
abdominal wall. She made an uninterrupted recovery, is com- 
fortable and free from recurrence of her sarcoma, some nine years 
since the ovary was removed. 

In the foregoing types of intestinal obstruction adhesions have 
caused the trouble. 

There is another type, however, in which the obstruction is due 
to the deliberate production of conditions favorable for internal 
strangulation. Though relatively infrequent, one may find in 
literature hundreds of recorded cases of intestinal obstruction due 
to Meckel's diverticulum or to an appendix adherent at its tip. 

Ventrosuspension and the Gilliam operation upon the round 
ligaments produce bands of adhesions which stretch across the 
free peritoneal cavity and are equally liable to cause internal 
strangulation. 

Though I have knowledge of only seventeen cases of intestinal 
obstruction directly due to the suspensory ligament, I cannot but 
feel that many more cases will come to light during the next 
decade. 

Fecal Fistula. — My personal observation and experience lead 
me to believe that the choice of time and type of operation will 
have much to do with the production or prevention of post- 
operative fecal fistula. 

During the time when it was customary to remove acutely in- 
flamed uterine appendages, it was not unusual to find adherent 
intestines, the walls of which were infiltrated, soft, friable, and 
easily torn. They were not flexible, sutures readily tore out, and 
repair was correspondingly difficult and unsatisfactory. It was 
then customary also to drain. As a result of this unfortunate 
combination of circumstances, fecal fistulae occurred in a very 
definite percentage of cases. On the other hand, if operation has 
been deferred until such time that the exudate in the intestinal 
wall has been absorbed and the gut is practically normal, an in- 
jury is less liable to occur, and is much more easily and success- 
fully repaired. 

By a strict observance of these principles it has been my good 
fortune not to have a single fecal fistula in my last series of more 
than 600 consecutive abdominal sections. 

Indeed, one may occasionally succeed beyond all reasonable 
expectation if he persists in his efforts to restore the local struc- 
tures as nearly to the normal as possible, prior to operation. 

Permit me here to cite a case in point : Miss V. had for many 
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months been discharging horribly offensive pus from the bowel 
each day. She was seen by Dr. Jno. A. Lichty, who referred her 
to me, because of an infected cyst five inches in diameter, which 
communicated with the rectum by an opening ^bout four inches 
above the anal orifice. She was sent to the hospital, and the 
bowel washed daily with normal salt solution for a period of six 
weeks. Fortunately the communication between the cyst and 
rectum closed. The treatment was continued until we were 
reasonably sure the cyst could be removed without injury to the 
rectum. It was shelled out from its bed of adhesions. The rec- 
tum had so far recovered that after a careful search we failed to 
find the site of the previous opening. 

Though the cyst contained about a quart of horribly offensive 
pus, similar in all respects to that which had been discharged by 
the rectum, recovery was prompt and complete except for a slight 
stitch infection. That was directly attributable to the pus, which 
was found to be teeming with virulent staphylococci. 

It is my firm conviction that operation during the existence of 
the communication would at least have resulted in a fecal fistula, 
or more probably in death from septic peritonitis. 

I am convinced that many of the more serious cases of pelvic 
inflammation run less risk of serious intestinal complications if, 
with preliminary treatment, the surgeon disregards the element 
of time. 

In this way, by careful treatment, one may readily improve 
local conditions, and so far restore the strength of his patient 
that operation may be deliberate and complete rather than a 
hasty makeshift. 

Thrombosis and Embolism. — So much experimental work has 
been done and as much has been written regarding injuries to 
the intestinal blood supply, that time and occasion forbid a de- 
tailed reference to the principles involved in thrombosis and em- 
bolism of mesenteric vessels. Clinically two types are met with. 
In one the occlusion is directly dependent upon violence done to 
the intestine or mesentery, while in the other type no such injury 
has occurred. 

Of the first class, the following case is illustrative : 

Mrs. was attended by a midwife and seen later by a physi- 
cian. She had been in labor for fourteen hours, the child having 
been delivered instrumentally before she entered the hospital. The 
uterus had been ruptured. Twenty-odd inches of intestine had 
been stripped from its mesentery, and protruded into the vagina. 
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The abdomen was immediately opened, the ruptured uterus re- 
moved, the intestine resected, six inches or more having been 
removed above and below what appeared to be the limits of the 
injury. The patient's pulse promptly fell below ioo and remained 
so some forty-eight hours. During that time her condition was 
so good as to make us feel she was about out of danger. Suddenly 
she complained of severe pain in the abdomen. Vomiting began 
and gradually became excessive and projectile. The abdomen 
became distended; peristalsis was constant, but slight and in- 
effectual. The pulse grew rapid, the superficial veins con- 
tracted, the surface pinched and cyanotic. She died on the fourth 
day. Autopsy showed no peritonitis or other pathological lesion 
except gangrene of the gut, two or three inches on each side of the 
anastomosis ; it was due to thrombosis of the mesenteric vessels. 

Perhaps a more frequent risk of injury is incurred where a 
neoplasm, especially an ovarian cyst, is so firmly adherent to the 
mesentery that complete separation is impossible if the integrity 
of the blood supply is to be preserved. In such cases the lesser 
evil is chosen by allowing a portion of thfe cyst wall to remain. 

The writer has had no personal experience with cases in which 
thrombosis or embolism has occurred in uninjured mesenteric 
vessels. Such cases have been reported by Maylard, Oberembt 
(Thienbaus), and Elliot. Elliot was particularly fortunate in that 
his three cases were recognized, the gangrenous intestine resected 
and all recovered. 

Acute Dilatation of the Stomach. — In 1902 Campbell Thomp- 
son reviewed the literature and found record of but forty-four 
cases of acute dilatation of the stomach, only six of which oc- 
curred after abdominal operations. Since that time — that is, dur- 
ing the last five years — more than eighty additional cases have 
been reported, forty of which followed abdominal (including kid- 
ney) operations. The gravity of the affection is probably over- 
stated by the recorded cases. Thus, of one hundred and twenty- 
four cases reported to date, eighty-six have died, apparently yield- 
ing a mortality of 69 per cent. It is evident, however, that only the 
most striking examples have been reported. Doubtless a much 
larger number of mild cases have recovered and passed unnoticed. 
Many others have been recognized but not published. 

Thus Halstead says, "There undoubtedly exist minor degrees 
of dilatation that speedily recover spontaneously, or yield to medi- 
cal treatment." Doubtless, also, many of the fatal cases would 
have yielded to prompt and appropriate treatment. This opinion 



SECTION ON GYNECOLOGY. II9 

would seem amply justified by the favorable termination in cases 
reported by Moynihan, Robeson, Herrick, Schnitzer, Baumler, 
Miiller, and Walzburg. 

Etiology. — Injuries, especially those involving the central nerv- 
ous system, diseases and deformities of the spinal column, wast- 
ing diseases, or operations, abdominal and otherwise, have pre- 
ceded acute dilatation of the stomach in the vast majority of 
reported cases. Each has been looked upon as bearing some etio- 
logical relation to the disease. 

The most hopeful idea advanced, however, is that of Rokitan- 
sky (1863), elaborated by Kundrat (1891), and more recently 
acted upon by many observers, who have been able to record 
recoveries, where death might reasonably have been expected. 
This view attributes acute dilatation of the stomach to a sudden 
mechanical obstruction of the intestine. The duodenum is the 
usual seat. Obstruction occurs where the superior mesenteric 
artery crosses the duodenum, and is supposed to be caused by 
compression of the gut between the mesentery and spinal column. 

According to Connell, the first recovery due to treatment di- 
rected to the relief of this supposed duodenal compression was 
recorded by Schnitzler in 1895. Since that time the disease has 
many times yielded to prompt and appropriate treatment. 

The line of treatment which seems to have yielded the best re- 
sults consists briefly in 

(1) Such posture, inverted, turning on abdomen, knee-chest, 
etc., as will tend to release mesenteric tension and compression. 

(2) Washing the stomach and permitting the gas to escape. 

(3) Keeping the stomach empty. 

(4) Administration of needed food and stimulation by rectum 
and beneath the skin. 

So far as my reading goes, death has been the rule where sur- 
gical attempts at relief have been made. The stomach was 
opened in the cases of Brown, Box, and Wallace, Appel Hoffman, 
Kirch, and Wright; gastroenterostomy was done by Kehr and 
Korti. All nine of these patients died. 

In a very considerable percentage of cases a mechanical cause 
does not seem adequate to explain the clinical course — indeed, 
autopsy has in many instances demonstrated an entire absence of 
mechanical obstruction. 

I would submit that in regard to etiology in some of these cases 
we cannot disregard the following facts : 
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(i) In the nephritis of ordinary life, nature not infrequently 
attempts to eliminate waste products through the stomach. In 
such cases nausea may be intense and vomiting incessant until re- 
lief is given. 

(2) In the cases of post-operative acute toxic hyperemia of the 
kidneys, nausea is intense and vomiting becomes incessant, until 
relief is given by unlocking renal and other secretions. 

(3) In a very considerable number of recorded fatal cases of 
acute dilatation of the stomach, the kidneys have actually been 
operated upon; and in many other cases the definite statement 
has been made that the urine was scant and loaded with albumin 
and casts. 

In view of these facts, does it not seem at least reasonable : 

(1) That nature is attempting, vicariously, to eliminate poisons 
by the stomach. 

(2) That as the toxic material is most concentrated at the point 
of elimination, the stomach becomes poisoned, paralyzed, ex- 
hausted, and in some cases even dies, thus precipitating acute 
dilatation and sudden collapse. 

(3) That the acute dilatation may in some instances be merely 
a terminal symptom of fatal toxemia, due to renal or hepatic in- 
sufficiency, the individual poison varying with the individual case. 

(4) That treatment should be directed, not alone to the ter- 
minal symptom, but to the underlying cause as well. 

It has been the writer's fortune to see, or at least to recognize, 
only one case of acute dilatation of the stomach. 

The essential features of this case are : 

A woman thirty-four years old had borne five children. I was 
told that while in a difficult sixth labor, her uterus was ruptured 
at 5 a.m., March 9th. She was sent to the hospital, arriving there 
at 7 145. At 8 the abdomen was opened. It contained the child, 
which weighed gy 2 pounds, a double uterus (the left uterus hav- 
ing been pregnant and ruptured), and a quart of blood-stained 
fluid. The placenta was still attached within the uterus. The 
child's feet were in the left broad ligament ; its head was in con- 
tact with the stomach and spleen. 

The uterus was quickly removed, the blood vessels were ligated, 
but the pedicles we're not covered. The bloody fluid was mopped 
from the renal fossae, the intestines being pushed from side to 
side to make that possible. The anteroposterior and transverse 
diameters of the abdominal cavity were found to be unusually 
great. The stomach was observed to be normal in all respects. 
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Iodoform gauze and tube drains were inserted into the vagina. 
A Miculicz drain (iodoform sac containing plain sterile gauze) 
was placed in the pelvis so as to shut off the uterine pedicle and 
' torn broad ligament from the general peritoneal cavity. The 
patient was removed from the table forty minutes from the begin- 
ning of the operation. Her pulse at that time was 160. Three 
ounces of ether were used. 

Clinical Course. — Because of the soiling and traumatism of the 
abdominal viscera, the patient was put in the exaggerated Fowler 
position. 

Ernests. — From the first — indeed, before the operation — she 
complained of intense thirst. Her tongue was dry. She did not 
vomit until 6:50 p.m. (ten hours after operation). A pint or 
more of bile-stained fluid was thrown up. Again at 8:30 
like emesis occurred. This was continued at intervals until 
11 30 P.M. 

Urine. — She was catheterized at 6 p.m. and four ounces of 
urine gotten. It was concentrated, of a dirty brown color, and 
was loaded with albumin. 

Circulation. — From the time of the operation until 11 130 p.m. 
(fifteen hours), the pulse reached as low as 130, but was usually 
recorded between 136 and 140. 

Physical Examination. — When I saw the patient at 9 p.m., 
twelve hours after operation, the stomach showed as a dome- 
shaped protrusion above the surface of the abdomen, extending 
eight inches transversely, and reaching below the umbilicus. She 
was very restless and suffered considerable pain in the distended 
area. The lower abdomen was soft and flat. At 1 1 130 the stomach 
was more tense and larger. The discomfort, thirst, and vomiting 
were more pronounced. The stomach tube was passed. A pint 
or more of bile-stained fluid and great volumes of gas escaped. 
She expressed herself as being instantly greatly relieved. She 
was turned on her abdomen and the head of the bed considerably 
lowered. 

After the lavage and change of posture, she ceased vomiting 
at once and no other emesis has occurred. Her pulse dropped 
progressively, reaching 98 in eight and one-half hours. (For 
fifteen hours it had practically remained at 136-140.) Renal se- 
cretion improved. 

Her further convalescence was somewhat tedious, but pro- 
gressive. Among her complications may be mentioned nephritis, 
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mild iodoform poisoning, localized peritonitis, and pelvic cellulitis. 
Fortunately, her recovery was complete. 

DR. G. BROWN MILLER, WASHINGTON. 

CARDIAC AND VASCULAR COMPLICATIONS FOLLOWING ABDOMINAL 

OPERATIONS. 

Thrombosis and embolism comprise so large a part of post-oper- 
ative affections of the heart and blood-vessels that my paper shall 
be confined to them, including sepsis so far as it stands in intimate 
relation to these complications. This intimate relation is well 
known and not denied, for although infection is probably not the 
cause of the majority of the cases of post-operative thrombosis, it 
plays an important role in its causation, and thrombosis and embo- 
lism enter largely into the processes by which an infection is con- 
veyed from one part of the body to another. 

A thrombus has been defined as a solid mass or plug formed in 
the living heart or blood-vessel from the constituents of the blood. 
A thrombus formed from the circulating blood is at first parietal 
or mural, but by continued growth it may fill the vessel and thus 
become an occluding or obstructive thrombus. A primitive 
thrombus, caused by local conditions, may be the starting point 
of a continued thrombus, extending in the course of the throm- 
bosed vessel and perhaps into communicating vessels. A sec- 
ondary thrombus is one which starts from an embolus of throm- 
botic material. 

Thrombi are called cardiac, arterial, venous, or capillary, ac- 
cording as they occupy one of these portions of the circulatory 
system. 

The general causes of primary thrombosis are given as follows : 
A slowing or other disturbance of the blood current, changes in 
the vessel or heart wall, and changes in the constituents of the 
blood. The following classification, having as a basis the causa- 
tion of thrombosis, has also been made : 

i. Inflammatory thrombi, which are produced through acute 
or chronic inflammation of the wall of the heart or blood-vessels. 
As a consequence of the inflammation, the wall is thickened and 
the endothelium injured. 

2. Traumatic thrombi produced through injuries to the vessel 
wall. To this classification belong those thrombi caused by liga- 
tion, severing, or tearing of the vessel. 

3. Compression or dilatation thrombi, which are caused by a 
slowing or stagnation of the blood stream. The compression can 
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arise by the pressure of tumors, exudates, etc., and the dilatation 
may be due to actual disease, loss of elasticity, or excessive thin- 
ning of the vessel wall. Certain cardiac thrombi probably come 
under this head. 

4. Marantic thrombi, which are due to diseased conditions of 
the blood, degeneration or weakness of the heart, and slowing of 
the blood stream. 

It is difficult to estimate which of the factors in producing 
thrombosis is of greatest importance in causing the post-operative 
variety. The recent interesting and important work of Carrel 
and Guthrie on the anastomosis of blood-vessels and the trans- 
plantation of viscera would seem to show that infection and injury 
to the vessel wall are of primary importance. They found in their 
work upon animals that where their technique was rigid and the 
endothelium of the vessels was accurately adapted, thrombosis 
occurred but rarely. However, infection would not seem to be the 
most important element in the post-operative variety, which 
occurs much more frequently (no matter where the seat of opera- 
tion is) in the veins of the lower extremity, especially the left one. 

All of the causes just mentioned may act after operation to 
cause thrombosis of these vessels. It is a fact that thrombi are 
more likely to form after operations for myoma or carcinoma of 
the uterus and large ovarian tumors. In these cases the blood 
formation is interfered with by loss of appetite and general ill 
health, the nutrient material of the blood is utilized in supplying 
nutrition to the tumor; and in many cases large quantities of 
blood are lost both before and during operation. From these 
causes there is frequently in these patients marked anemia, the 
number of white blood corpuscles, blood platelets, and the amount 
of fibrin are relatively increased and the blood is thus apparently 
rendered more liable to coagulate. Schwab, however, in a recent 
article (Miinch. Med. Wochensch., Vol. Ill, No. 51) could find 
no relation between the amount of hemoglobin and the time of 
blood coagulation. 

The factors of most importance, then, would seem to be injuries 
and diseased conditions of the vessel walls, and a stagnation or 
slowing of the blood current. In many of the cases where the 
thrombosis is most likely to occur, the vessel wall is dilated or 
otherwise diseased, due to pressure of the tumors prior to opera- 
tion and to pathological changes in the blood. The blood current 
is slowed, due to weakened or diseased heart, the recumbent posi- 
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tion, the small amount of fluid ingested, the loss of blood, and the 
distance from the heart. Finally the increased frequency with 
which thrombi occur in the left leg can be explained by the pas- 
sage of the left iliac vein beneath the rectum or sigmoid flexure of 
the colon and the right iliac artery. Owing to its greater length 
and its course obliquely across the posterior wall of the pelvis, 
this vessel is subjected to greater pressure and trauma before 
operation in cases of these large tumors, and as a consequence 
there is a greater liability of its walls becoming diseased. After 
operation the same influences (less the tumor) act, and conse- 
quently there is more likelihood of stagnation of the blood current 
in the left than in the right iliac vein. 

It is interesting and important to know what finally becomes of 
the thrombi. They may soften or break down, become organized, 
or undergo calcification. The softenings are divided into simple 
or bland, septic or purulent, and putrid. 

The simple softening is thought to be due to the action of a 
ferment, and the septic and putrid to the action of pyogenic and 
putrefactive bacteria respectively. These softenings may lead to 
the dislodgment of pieces of the thrombi, which are then known 
as emboli, and these are transported by the circulation to various 
parts of the body. When calcification occurs, phleboliths or arte- 
rioliths are formed. The organization of thrombi, i.e. the sub- 
stitution for the thrombus of vascularized connective tissue, takes 
place in the majority of cases. The tissue which replaces the 
thrombus is derived from the wall of the blood-vessel, new blood- 
vessels springing from the vasavasorum, and the endothelium 
and connective tissue being derived from like cells in the vessel 
wall. Lacunar spaces lined with endothelium may form through- 
out the thrombus, the latter becoming gradually disintegrated and 
absorbed. The newly formed tissue becomes fibrous and con- 
tracts, and there may result a fibrous plug, a cavernous structure 
with blood spaces, or a restoration of the lumen of the vessel, 
with perhaps a few bands crossing it. 

Embolism is defined as the impaction in some part of the vas- 
cular system of any undissolved material brought there by the 
blood current. The transported material is called an embolus. 
Emboli are usually derived from thrombi. Fat, air, and tumor 
cells may form the embolus, but these are of little importance in 
the post-operative variety. A thrombus from the systemic veins 
or right heart causes pulmonary embolism, except in those cases 
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of crossed embolism, where the embolus passes through an open 
foramen ovale or where the embolus is stopped in the heart When 
a piece of a thrombus is detached from the left side of the heart, 
the pulmonary veins, or the systemic arteries, the embolus lodges 
in a systemic artery. Finally, an embolus from the portal system 
of veins lodges in the liver. 

As before stated, there is an intimate relation between sepsis 
and thrombosis and embolism. Post-operative cardiac disease is 
usually due to the action of bacteria which enter the blood cur- 
rent and produce endocarditis, pericarditis, and, at times, cardiac 
thrombi. The bacteria of wound infection and the gonococcus, 
the bacteria most frequently encountered in gynecological opera- 
tions, cause a considerable proportion of the cases of acute endo- 
carditis. The acute endocarditis thus set up is the thrombus from 
which, in certain cases, emboli of the post-operative variety are 
derived which lodge in the lungs, kidneys, spleen, mesenteric ar- 
teries, the brain, or arteries of the extremities. 

Having briefly considered the subject of post-operative throm- 
bosis, embolism, and sepsis as related to the two former, I will 
take up the various varieties. 

LOWER EXTREMITIES. 

I will begin with the lower extremities, as thrombi occur much 
more frequently there after gynecological and abdominal opera- 
tions. 

Schenck (N. Y. Med. Journal, Sept. 6, 1902) states that after 
7> I 3° gynecological operations at the Johns Hopkins Hospital 
there occurred 48 cases of thrombosis of the veins of the lower 
extremities. The operations included nearly all of the usual gyne- 
cological ones, but the affection occurred much more frequently 
after operations for the removal of fibroid tumors, ovarian cysts, 
and carcinoma of the cervix. 

Albanus (Beitr. Klin. Chir., XL) found that in 1,140 laparoto- 
mies in the new General Hospital at Hamburg-Eppendorf, there 
occurred 53 cases of recognized venous thrombosis, all but one 
occurring either in the pelvic veins or the veins of the lower 
extremities. 

The diseases for which the laparotomies were performed were 
as follows : 

1. Carcinoma of the esophagus 1 

2. Diseases of the stomach 8 

(Care, 6; ulcer, 1 ; and pyloric stenosis, 1.) 
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3. Diseases of the appendix 10 

4. Diseases of the large bowel (all carcinomas) 3 

5. Diseases of the liver with gall-bladder 7 

(Liver abscess, 1 ; chronic icterus, 1 ; care, of liver and 
gall-bladder, 1 ; diseases of the gall-bladder, 4.) 

6. Sub-diaphragmatic abscess 2 

7. Ileus, 1 ; perforative peritonitis, 1 ; tuberc. peritonitis, 1 ; 

general carcinosis of pent., 1 ; sarcoma of the abdom. 
wall, 1 ; total 5 

8. Diseases of the female genital tract 19 

(Care, of ovary, 3 ; care, of uterus and ovaries, 1 ; care, 
of uterus, 1 ; pyosalpinx, 5 ; ovarian cysts, 4 ; myoma 
uteri, 3 ; prolapsus uteri, 1 ; extrauterine pregnancy, 1.) 
Sonnenburg in a series of 1,000 operations for appendicitis ob- 
served 30 cases of thrombosis. These were distributed as follows : 

Right leg 9 

Left leg 6 

Both legs 2 

Portal vein 2 

Inf. vena cava 1 

Clark (Univ. of Penna. Bull., July, 1902), in 3,000 laparoto- 
mies performed mainly for gynecological diseases, found 42 cases 
of femoral thrombosis. The diseases were as follows : 

Myoma uteri 16 

Cystoma ovarii 10 

Retroflexio uteri (simple and adherent) 5 

Carcinoma uteri 5 

Appendicitis 2 

Salpingitis and peri-oophoritis 2 

Floating kidney 1 

Cancer of the pylorus 1 

Except after operations for appendicitis, thrombosis of the 
femoral vein occurs oftener in the left leg. As before stated, the 
frequency of thrombosis in the femoral veins and the greater 
number which occur in the left leg should, it would seem, offer 
some plausible explanation of the etiology of the condition. The 
only rational explanation of this relative frequency, then, would 
seem to be slowing and disturbance of the blood current, due to 
diseased heart, general weakness, pressure of the pelvic viscera 
(sigmoid, vessels, etc.), and to diseased endothelium of the veins 
prior to operation. 
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Thrombosis and embolism of the arteries of the lower extremi- 
ties are of very infrequent occurrence following gynecological and 
abdominal operations. 

The frequency with which thrombosis occurs in the ovarian 
vein is impossible to estimate, the symptoms being obscure, and 
unless an autopsy is done it generally escapes observation. My 
own impression, obtained from autopsies upon patients dying 
from post-operative pulmonary embolism, would make it of 
greater importance than is usually attributed to it. Lotheisen 
found in 66 cases of pulmonary embolism that the greater num- 
ber (40) came from the veins of the lower extremity ; and next 
in frequency were from the pelvic veins. 

In the first 39 cases of femoral thrombosis which occurred in 
the gynecological wards of the Johns Hopkins Hospital the short- 
est time after operation when symptoms of the affection made 
their appearance was seven days, the longest twenty-eight days, 
the average time being sixteen days. I can find no satisfactory 
explanation why this delay in symptoms should occur, unless it is 
that it requires a considerable time for complete plugging of the 
vessel to be accomplished, the thrombus formation beginning as a 
parietal form and finally becoming an obliterating thrombus. 

PORTAL VEIN. 

Thrombosis and embolism of the portal vein and its branches 
probably occur much more frequently than is usually thought. 
After resection of the intestine, gastroenterostomy, operations for 
incarcerated hernia, appendicitis, volvulus, intussusception, and 
cholelithiasis, thrombosis of the mesenteric and portal veins un- 
doubtedly not infrequently occurs. Unless a complete occlusion 
takes place, or the thrombotic or embolic process is of the septic 
variety, it may readily escape notice. The portal vein, although a 
terminal vessel, has so abundant a capillary anastomosis that as 
a rule embolism or thrombosis of its hepatic terminals causes 
no interference with the circulation of the liver. The variety 
which has been most frequently observed is septic pylephlebitis. 
A number of such cases have been reported; Gerster, in 1,180 
cases of appendicitis, saw nine cases of this affection. Quincke 
(Nothnagel's Encyclopedia) considers as the cause of liver ab- 
scess, first, dysentery ; second, appendicitis : and third, cholelithia- 
sis. Langfeld, in 112 cases of appendicitis, saw pylephlebitis 
four times, while Fitz, in 257 cases, saw pylephlebitis and liver 
abscess eleven times. Hart, Sonnenburg, Barensprung, Kelly, 
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and numerous other writers report cases of the kind. The ob- 
servations of Gussenhauer are interesting. He believes that most 
of the lung affections following incarcerated hernia are embolic 
in origin. As the mesenteric veins empty into the portal vein, 
most of the emboli must first lodge in the liver, and from this 
organ secondary emboli pass to the lungs. A few may pass 
through the anastomosis between the portal vein and the inferior 
vena cava, while yery small emboli may possibly pass through the 
liver directly to the lungs. Certain thrombotic processes extend 
to the portal vein through its anastomosis with the pelvic veins. 
Gerster's observations may give a possible explanation of the 
absence of symptoms in many cases of portal and mesenteric 
thrombosis. He says, in speaking of septic pylephlebitis, "The 
primary thrombosis is seen extending gradually and continuously 
or in short intervals of space upward toward the center, rarely 
involving the entire circumference of the lower course of the por- 
tal vein, but more commonly forming laterally adherent thrombi, 
alongside of which the blood current may pass with little inter- 
ruption." 

We would expect in cases of thrombosis of the portal and 
mesenteric veins infarction of the intestine, and as this has been 
rarely observed in these cases, it must be that the occlusion is 
generally not complete. I can find but few instances of post- 
operative thrombosis of the mesenteric artery or vein, except 
those cases associated with appendicitis. Delatour reports a case 
of venous thrombosis following splenectomy, and Mayland one, 
after gastrojejunostomy. Thrombosis of the hepatic artery is 
practically never recognized as a post-operative affection, al- 
though it must occur. 

KIDNEY. 

Thrombosis of the renal vessel following operation is very 
rarely recognized, but probably does occasionally occur. This 
would be most likely to happen after resection of the kidney for 
tuberculosis, or incision through kidney substance for calculus. 
Embolism of the kidney, on the other hand, is much more fre- 
quent, being given by Ziemssen as occurring 57 out of 84 times in 
cases of peripheral embolism. Robinson says, "The general dis- 
tribution of embolism following surgical operations is, relatively : 
(1) pulmonary, 70 per cent.; (2) renal, 12 per cent.; (3) splenic, 
8 per cent. ; (4) hepatic, 5 per cent. ; (5) cerebral, 4 per cent. ; (6) 
serous membranes (pleura peritoneum, joints, etc.), 30 per cent. 
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It is mainly due to the lodgment of emboli derived from the 
valves of the left heart and thrombi from the left heart and the 
aorta. By far the more common form of embolism is the septic or 
infective form. This is what we would expect, because in sepsis 
the heart, the chief seat of the source, is more apt to be involved. 
The lodgment of these infected emboli, which are usually of 
small size in the capillaries and smaller arteries, usually gives rise 
to metastatic abscesses and to acute suppurative nephritis. Where 
the emboli are small and are not infected, such slight and tran- 
sient symptoms are produced that they escape recognition. Larger 
emboli, which plug the renal artery or its large branches, gen- 
erally produce infarcts. The arteries are end arteries and the col- 
lateral circulation after their occlusion is very incomplete. The 
symptoms of an infarction of the kidney may readily escape notice 
unless the infarct be a large one or is infected. With large or 
numerous infarcts there is pain and tenderness over the kidney, 
with blood and hemoglobin in the urine. Where the emboli are 
infected, fever and other signs of sepsis are usually present and 
the urine may show changes indicating an acute suppurative proc- 
ess. 

Israel, Simon, Johnson, Brewer, and others have emphasized the 
fact that in a large proportion of cases of hematogenous infections 
of the kidney, the lesion is unilateral, and give as a reason that there 
is a diminished resistance in that kidney as a result of a previous 
injury or disease, such as calculus, trauma, floating kidney, etc. 
This infection may, of course, take place without the occurrence of 
coarse emboli. Bacteria themselves may be transmitted in clumps 
and then be regarded as emboli, and the mere presence of patho- 
genic bacteria in the embolus does not necessarily impart to it 
infective properties. Welch says that he has seen in several in- 
stances in the spleen and kidney, only the mechanical bland effects 
of emboli derived from the vegetation of an acute infective endo- 
carditis, and has been able to demonstrate streptococci or other 
pathogenic organisms in the original vegetations and in the 
emboli. 

SPLEEN. 

From Litten's statistics emboli lodge not infrequently in the 
spleen, but very little can be found in the literature regarding post- 
operative thrombosis and embolism of the splenic vessels. Litten 
ranks splenic embolism with renal as the mpst frequent in the 
branches of the aorta. Ziemssen puts splenic embolism next to 
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renal in his 84 cases, the number of cases being 39. Robinson 
gives it as constituting 8 per cent, of all post-operative cases. The 
symptoms are so indefinite unless infection is present that it may 
readily escape notice. The result of the lodgment of an embolus 
of considerable size is an infarction, and if the embolus is infective 
in nature or there is bacteriemia, an abscess is likely to result. The 
sources of the emboli are chiefly in the heart, either thrombosis 
of the cavities or more frequently endocarditis, which may result 
from the infection for which the operation is performed. Litten, 
in 35 cases of sepsis ending in death, found large tumors of the 
spleen without exception. Of these 35 cases, 14 of them had 
multiple abscess. He regarded these as the result of infarcts 
which were infected. 

HEART. 

The heart is the seat of thrombotic and embolic processes of the 
post-operative variety more frequently, perhaps, than is generally 
thought. As I have before stated, the vegetations of the cardiac 
valves are thrombi which are the chief source of embolism in the 
greater circulation. These are, perhaps always or nearly so. 
the result of infection. Thrombi form also in the cavities, es- 
pecially the auricles, as a result of infection or a retarding of the 
blood current which results from chronic disease of either the 
valves, heart muscles, or a variety of chronic affections which 
produce cachexia or inanition. It is probable that the heart is the 
source of many of the post-operative pulmonary emboli whose 
origin cannot be discovered. A few cases of sudden blocking of 
the tricuspid or mitral orifice by an embolus have been reported. 
To me it seems remarkable that more emboli which eventually 
lodge in the pulmonaries do not stop, at least, temporarily in the 
heart. It is almost inconceivable that an embolus which will com- 
pletely plug the pulmonary artery would pass through the heart 
without giving rise to well-marked symptoms, and it is possible 
that the high and irregular pulse which has been noted in many 
cases of femoral thrombosis may be due to small emboli passing 
through the heart. 

Thrombosis and embolism of the coronary arteries may also 
occur, and should always be considered in looking for the cause 
of sudden death. 

LUNGS. 

The opinion is steadily gaining ground that a large part of the 
post-operative pulmonary complications are due to embolism. 
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While a resident at the Johns Hopkins Hospital my attention was 
attracted by observations of cases and the study of our case his- 
tories to the relation existing between so-called pleurisies and 
thrombosis of the peripheral vessels, and I became convinced that 
the majority of cases which were diagnosed pleurisy were really 
pulmonary infarcts. In 1902 I published in American Medicine 
a paper upon this subject. Sonnenburg (Verhand. Deutsch Ge- 
sell Chir., Berlin, 1902) says that after laparotomies there occur 
inflammatory processes which have few symptoms and which can 
be defined only by careful observation and physical examination. 
In other cases the inflammatory processes are widespread pneu- 
monic infiltrates which lie usually in the lower lobes, take the form 
of a severe pleurisy, or finally become localized lobular areas. In 
the course of years of observation he has come to the conclusion 
that most of these lung complications are of embolic origin. Al- 
banus, who in 1,140 laparotomies saw 2 per cent, of recognized 
pulmonary embolism, found that at autopsies performed upon 
patients who during life had showed no symptoms of thrombosis, 
in many cases either a fresh lung embolus to be the cause of 
death, or where death was due to some other disease, a small 
pulmonary embolus or a pulmonary infarct, due to an embolus 
which had occurred after operation. I am certain that the statis- 
tics as to the frequency of this complication are much too low. 
However, Gebele, in 1,196 laparotomies, reported 14 cases of pul- 
monary embolism, Albanus found 2 per cent., Burkhardt in 236 
myoma operations saw 12 cases, Pietrzikowski in 210 cases of in- 
carcerated hernia saw 14 cases of what he considered to be pul- 
monary infarct. Byron Robinson reckons that 70 per cent, of all 
cases of post-operative embolism occur in the lungs. I believe I 
am safe in asserting that with the technique practised to-day by our 
better surgeons, more deaths occur as a result of pulmonary embo- 
lism than any other one cause in operations for the removal of 
fibroid tumors and ovarian cysts. The origin of the embolus is 
usually a thrombus in the veins of the pelvis or lower extremity. 
The next most frequent source is probably the right heart, while 
any of the systemic or the portal system of veins may be the origin 
of the trouble. Being a result in a large majority of cases of 
thrombosis of the pelvic or femoral veins, it occurs more fre- 
quently after operations for tumors of the uterus and ovaries in 
strictly gynecological cases, while after operations upon the in- 
testinal tract (including incarcerated hernia and appendicitis), the 
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proportion of cases is large. Thrombosis of the pulmonary vessels 
occurs after operation, the majority of them being secondary to 
an embolus, while in a few cases the thrombosis may be the source 
of an embolus which plugs a small vessel. 

BRAIN. 

Embolism and thrombosis of the vessels of the brain are ap- 
parently rare complications of gynecological operations. Byron 
Robinson states that 4 per cent, of cases of post-operative em- 
bolism are cerebral. In my own experience I have encountered 
but two cases which I regarded as such. One occurred after a 
myoma operation, the embolus lodging probably in the left middle 
cerebral artery, producing transient hemiplegia and aphasia. The 
other case followed a curettage for retained secundines, and oc- 
curred in the retina. Byron Robinson also reports several cases 
in which he thinks from the symptoms that the embolism occurred 
into the floor of the fourth ventricle. I have been unable to find 
satisfactory statistics regarding these affections, but undoubtedly 
like other forms of these affections they are most likely to be the 
result of diseases of the heart and blood-vessels. 

Dr. Stephen E. Tracy. 

RENAL COMPLICATIONS FOLLOWING ABDOMINAL OPERATIONS. 

The consideration of complications arising in the kidneys and 
ureters introduces for discussion a subject which is broad and 
far-reaching. Among the many complications which may fol- 
low operations within the abdomen or pelvis there are few, if 
any, more important and none that occur more frequently or de- 
mand more careful consideration than those connected with the 
urinary tract. In this paper I shall consider the more important 
phases of the following conditions: Irritation of the kidneys, 
pyelitis, ligation, and necrosis of the ureter. 

Irritation of the Kidneys. — This condition is due to the an- 
esthetic and to the shock of the operation which, by diminishing 
function in all the emunctories, allows toxins, or waste products, 
to accumulate within the body, and these, when eliminated, pro- 
duce irritation of the kidneys. The degree of the irritation is 
modified by the age and general condition of the patient, the 
nature of the operation, and by the character and amount of 
the anesthetic administered. Before a patient is given a general 
anesthetic the condition of the kidneys should be determined. 
Unless this precaution is taken many patients with nephritis, and 
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occasionally a patient with a pyelitis, will be given an anesthetic, 
which in the majority of cases aggravates the lesion, at least 
temporarily, and in some cases causes collapse from toxemia 
during the performance of or immediately following the opera- 
tions, or death a short time after the operations have been 
completed. Should the patient have nephritis prior to the opera- 
tion the surgeon must choose the anesthetic which will cause the 
least disturbance. At the present time the statistics seem to be 
in favor of ether. Winder lick from his studies found casts in 
the urine after ether anesthesia in 24.6 per cent, and after chloro- 
form in 34.8 per cent of the cases. 

The condition is manifested by a diminution in the amount 
of urine which contains albumin, tube casts, and in some cases 
a few erythrocytes. 

In a paper entitled "A Study of the Urinary Analysis of Opera- 
tive Cases and the Treatment of Complications Arising from 
Kidney Insufficiency/' I called attention to the importance of re- 
cording the total quantity of urine passed in each twenty-four 
hours and the making of a careful chemical and microscopical 
examination of specimens taken from the mixed quantity for sev- 
eral consecutive days. This is important because it was found 
that the urine varied at different periods, and by this method 
only could a functional diagnosis be made. Following operations 
it is of the utmost importance that the urine should be measured 
in order to determine to what extent the kidneys are functionat- 
ing, and in operations within the pelvis where it is often neces- 
sary to place ligatures about the region of the ureters, by con- 
sidering the amount of urine passed the surgeon is frequently 
put upon his guard to consider the possibility of an ureter having 
been ligated, and in other cases where there is an injury to 
the ureter or to the bladder it may be of some assistance in 
determining whether or not there is a leakage from the urinary 
tract. In the study of the urinary analysis of 228 gynecological 
cases subjected to operation, it was found that of 123 patients 
upon whom a celiotomy was performed, 46, or 37 per cent, of 
the number, suffered from some change in the kidneys. Kelly, 
in 200 cases following abdominal operations, found casts in 30, 
or 15 per cent. From these figures it will be seen that irritation 
of the kidneys is a common complication following abdominal 
operations. Fortunately, however, in the majority of cases the 
condition is transitory, and under appropriate treatment clears 
up on an average of about six days. 
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I wish to call attention to the fact that patients who suffer from 
renal insufficiency often develop symptoms similar to those of 
peritonitis. The condition, I believe, is due to diminished peris- 
talsis caused by the waste products in the body- This diminution 
of the peristaltic action allows fermentation to take place which 
causes distention of the bowels and reflex vomiting the same as 
is seen in cases of true peritonitis. The condition resembles cer- 
tain cases of uremia, described by Osier, in which the symptoms 
are chiefly in the gastrointestinal tract; as soon as the urine in- 
dicates that the kidneys are acting normally and the poison has 
been eliminated these symptoms disappear. In other cases sim- 
ulating peritonitis, if free bowel movements be secured and the 
poison eliminated in this way, the casts and albumin disappear 
from the urine ; and in some of these cases where the irritation of 
the kidneys is marked considerable difficulty is experienced in se- 
curing free bowel movements. 

The treatment for irritation of the kidneys following operations 
is to stimulate the emunctories and to dilute the poison to be 
eliminated. To accomplish this the patient should be placed be- 
tween blankets ; hot water bags should be applied to the region of 
the kidneys ; salt solution should be given by the bowel every six 
hours, and liquids and purgatives by the mouth as soon as the 
stomach is retentive. When the quantity of urine passed is small 
and casts are numerous, hypodermoclysis should be repeated as 
often as is necessary to maintain the quantity of urine equal to 
that passed by the average ether patient. 

During the last year all patients who have been subjected to 
abdominal operations, immediately upon being returned to bed, 
have been given, unless there was some contraindication, two or 
three liters of salt solution by the bowel. Since this treatment 
has been adopted it has been found that the quantity of urine 
passed in the first twenty- four hours has been decidedly increased, 
that cases of irritation of the kidneys have been observed less fre- 
quently, and that the degree of the irritation has been less marked. 
I believe the improvement from this treatment is due to the 
greater dilution of the poison, thus causing less irritation. When 
a large quantity of salt solution is used it should be introduced 
into the bowel by a slow, continuous flow, as is obtained by using 
a fountain syringe elevated only a few inches above the level of 
the body. 

In cases of suppression of urine, besides the treatment men- 
tioned, spartein sulphate in doses of 0.065 to al 3°» a $ recom- 
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mended by McGuire, should be given hypodermatically at inter- 
vals of four to six hours. In cases of acute suppression due to 
congestion ''and edema of the kidneys, decapsulation of the organs 
may be beneficial. 

Pyelitis. — An acute pyelitis, or inflammation of the pelvis of 
the kidney, is a condition which develops in a few cases after ab- 
dominal operations, and is due in the majority of cases to an as- 
cending infection. It may, however, be due to an acute systemic 
infection, or to the extension of an inflammatory condition in 
close proximity to the kidney by contiguity. In order to lessen 
the frequency of this condition, every precaution should be taken 
to prevent an infection of the bladder. Some patients are not 
catheterized after operations and there are apparently no symp- 
toms of a cystitis, yet these patients sometimes develop a pyelitis. 
It is the rule of most surgeons to have the patients catheterized 
immediately before operations, and it is probable that infection 
is carried into the bladder at this time. One of the great prob- 
lems before us to solve is how to catheterize a patient without 
infecting the bladder. Until this question is settled patients will 
have cystitis and pyelitis and will suffer with the distressing 
symptoms which accompany these conditions. 

A pyelitis develops in from one to six weeks after the operation 
and often begins with a chill, followed by a rise" of temperature 
from 102 F. to 105 F., a rapid, weak pulse, prostration, nausea, 
headache, and restlessness. The patient complains of pain and 
discomfort in the region of the kidney. Upon examination the 
kidney will be found enlarged and tender. The urine at first may 
be clear, but becomes turbid and usually contains a large quantity 
of pus, and a number of mucoid and epithelial cells. The urine as 
a rule is acid. If it remains any time in the bladder it becomes 
ammoniacal. When irritability of the bladder is present mictu- 
rition is usually frequent. 

I have seen three cases of acute pyelitis follow operations within 
the abdomen. One patient who had an operation for an exten- 
sive inflammatory condition in the pelvis, with involvement of 
the vermiform appendix, was extremely ill after the operation, 
was catheterized for several days, and developed a severe cystitis. 
The cystitis had practically disappeared and she left the hospital 
in apparently good condition at the end of four weeks. Two 
weeks later she was taken with a chill, followed by a rise of tem- 
perature to 103 F., and the following day to 105 F. She com- 
plained of pain and discomfort in the region of the right kid- 
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ney and irritability of the bladder, with frequent micturition. 
Upon examination the kidney was found moderately movable, 
swollen, and tender. The urine at rirst was turbid and a few 
days later was loaded with pus. At the end of three weeks all 
evidence of the pyelitis had disappeared and there has been no 
further trouble with the kidney. In the second case the opera- 
tion was a hysterectomy. The patient was catheterized before 
and a few times after operation, but at no time were there symp- 
toms of a cystitis and the urine was normal. Five weeks after the 
operation she developed a pyelitis in a freely movable right kid- 
ney. The symptoms in this case and in the one to follow were 
similar to those of the first case and will not be described. The 
amount of pus in the urine was small at first, but increased 
greatly in a few days. The patient recovered in about two weeks 
and has since remained well. She suffers, however, with a drag- 
ging sensation in the side, probably due to the movable kidney; 
the urine has remained free from pus. In the third case the pa- 
tient developed a pyelitis on the right side two weeks after a sim- 
ple abdominal operation. She was catheterized immediately before 
but not after operation. The symptoms cleared up in about ten 
days and the urine has remained free from pus. At times she 
suffers with discomfort in the region of the kidney. 

The early diagnosis of acute pyelitis is of the utmost import- 
ance and as a rule is made without difficulty. The pain and ten- 
derness in the region of the kidney, the marked elevation of tem- 
perature, the prostration, and the pus, mucoid, and epithelial cells 
in the urine should make the diagnosis reasonably certain. If an 
early diagnosis be made and appropriate treatment instituted, the 
prognosis should be fairly good. Should a diagnosis be not made, 
the condition may progress and develop into a pyelonephritis or 
into an abscess, with destruction of the kidney. 

The treatment of acute pyelitis should begin by placing the 
patient at absolute rest in bed. Icebags should be applied to the 
region of the kidney. The most important part of the treatment 
is to flush out the kidney, and this is accomplished by drinking 
large quantities of water. The amount of pus in the urine in- 
creases as soon as the water washes out the kidney, and at this 
time the high temperature begins to subside. Phenyl salicylate 
and hexamethylenamine are recommended and usually used, but 
their value is doubtful. The improvement is due largely to the 
rest in bed and to the large quantity of water. The prostration in 
these cases is usually marked and the patients should be given 



SECTION ON GYNECOLOGY. 137 

supporting treatment and appropriate diet. The bladder should 
be irrigated daily with a solution of boric acid followed on alter- 
nate days by a solution of one of the silver salts. This is for 
two purposes: I, To cure the cystitis which is usually present; 
and 2, as a prophylactic for the other kidney. When the symp- 
toms progress under medical treatment the kidney should be in- 
cised and drained. 

Ligation of ureter. — During operation for intraligamentous 
tumors, for inflammatory conditions with extensive adhesions, 
and more especially for carcinoma, the ureter may be ligated. 
This can usually be avoided by placing the ligatures close to the 
side of the uterus. When it is necessary to place ligatures in the 
immediate neighborhood of the ureters the accident can be 
avoided if the ureters be found at the brim of the pelvis and fol- 
lowed down to their entrance into the bladder. In tracing an 
ureter it is better to push the tissues away from the ureter and 
not the ureter away from the tissues, as care must be taken to 
preserve the periureteral arterial plexus and also the ureteral 
sheath. 

The sudden blocking of a ureter, as by a ligature, usually pro- 
duces agonizing pain along its course, extending into the kidney, 
accompanied by restlessness, a hot, dry skin, fever, rapid, weak 
pulse, and diminution of urine. When such symptoms are pres- 
ent following an operation within the abdomen or pelvis there 
should be little doubt as to the true nature of the trouble. In 
cases where the diagnosis is not certain, the inability to pass the 
ureteral catheter except for a short distance, and the failure of 
urine to pass through the catheter, should settle all doubt as t 
the true condition. Should both ureters be ligated the symptoms 
will be bilateral and there will be anuria. Occasionally the liga- 
tion of an ureter will be followed by no symptoms, and in such a 
case the accident will probably not be discovered. Noble re- 
ported a case in which the ligation of an ureter was followed by 
no symptoms. The accident was discovered at autopsy. 

Should a ureter be severely injured during an operation and 
the condition of the patient such that time cannot be taken to re- 
pair the damage, it may be ligated without serious harm to the 
patient, providing the other kidney is normal. The symptoms on 
the affected side will soon disappear, as the kidney will become 
atrophied from backward pressure of the urine. Von Rostorn has 
deliberately ligated the ureter on several occasions without any 
disadvantage to the patient, when operating for carcinoma cervicis 
uteri. 
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The treatment for ligation of a ureter is to remove the liga- 
ture or ligatures. 

Necrosis of ureter. — Necrosis of the ureter is a complication 
which follows in a certain percentage of abdomino-pelvic opera- 
tions. The condition is most likely to occur in cases of carcinoma 
where a wide dissection is made and the ureter is injured or its 
blood supply disturbed. It may follow when a ligature is passed, 
by means of a sharp needle, through the side of the ureter, when 
the ureter is accidentally crushed in the bite of a clamp, or when 
cooked by the electrothermic clamp. Noble reported ten cases of 
panhysterectomy in which the electrothermic clamp was used. In 
three cases, 33.3 per cent., the operations were followed by fistulae, 
all of which healed spontaneously in two and a half, five, and nine 
months respectively. 

Sampson, from his experiments on the blood supply of the 
ureter, found that the ureter could be freed throughout its length, 
from bladder to kidney, and that a necrosis would not follow pro- 
viding the periureteral arterial plexus was not injured. Wertheim 
states that in his radical abdominal operation for carcinoma cer- 
vicis uteri the lower pelvic portion of the ureter should not be sep- 
arated from the tissues along its outer side. By following this 
technique there was only one case of necrosis of the ureter in his 
last fifty radical abdominal operations for carcinoma cervicis uteri. 
Before this precaution was taken he had five cases of necrosis 
following thirty radical operations. 

Nearly all cases of necrosis follow operations for carcinoma 
and are situated near the distal end of the ureter, and result in 
uretero-vaginal fistulae. In cases of intraligamentous tumors and 
extensive inflammatory conditions, where the ureter is injured 
higher up, the accident is usually discovered and the ureter re- 
paired at time of operation. 

The time at which the leakage from the lower end of the 
ureter begins will depend upon the nature and the extent of the 
injury. The diminished amount of urine passing through the 
bladder and the leakage of urine from the vagina should make the 
diagnosis easy. On the other hand, the diagnosis of the exact 
location of the fistula is usually difficult. Should the leakage take 
place within the peritoneal cavity the signs of ascites would de- 
velop with or without the symptoms of a peritonitis, depending 
upon whether or not the urine was sterile. In such a case the 
amount of urine passed would be diminished and the distention 
of the abdomen would be progressive. Quick reported a case of 
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traumatic rupture of the bladder in which all the urine leaked 
into the peritoneal cavity. At operation, eleven days after the 
accident, there was no evidence of peritonitis. 

In cases of necrosis, where the fistulae do not heal sponta- 
neously, after the exudate is absorbed from the pelvis, an opera- 
tion should be undertaken to remedy the defect. In some cases 
the continuity of the ureter may be restored by a plastic opera- 
tion. In other cases it will be necessary to make a uretero- 
vesical anastomosis. In injuries low down in the pelvis a uretero- 
ureteral anastomosis is practically an impossibility. Should the 
ureter be injured higher up and a ui etero-vesical anastomosis 
cannot be made without considerable tension, a trans-uretero- 
ureteral anastomosis, as suggested by Kelly and McMonagle, and 
performed experimentally upon dogs by Sharp, may be consid- 
ered. When none of these procedures are practicable, as a last 
resort the ureter may be ligated or a nephrectomy performed. In 
no case should either of these last two procedures be carried out 
until it is known that the patient has a second kidney and until 
after the condition of the second kidney has been determined. 

In closing I wish to state that I believe if the condition of the 
kidneys were studied more carefully prior to the operation, and if 
the ureters received more consideration during the time of the 
operation, there would be fewer complications to deal with. 
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Dr. Richard C. Norris: I was particularly interested in Dr. 
Simpson's remarks about the delay in operating in inflammatory 
cases and the apparently good results he obtains by that delay. 
This comes as a new thought to me. My personal feeling is that 
we sometimes lose valuable time by prolonged delay in operating 
on most inflammatory cases, and unless I change my opinion by 
further investigation of such cases, I shall continue to operate 
in the inflammatory stage and thus help nature to prevent those 
very adhesions, infiltrated tissues and necrotic lesions which add 
to morbidity and a mortality, and which in the earlier days of 
the gynecological and obstetrical societies we were taught to avoid 
by prompt operation. The only class of cases to which delay 
seems appropriate is that of localized pelvic abscess, delaying only 
for vaginal incision and drainage. Dr. Simpson's experience dif- 
fers from ours, and it behooves us to look into this matter to de- 
termine which practice really is better. 

I think the method of suture helps to determine whether a pa- 
tient shall leave her bed soon after operation or not. For exam- 
ple, a man who uses catgut in tier sutures and no supporting in- 
terrupting sutures of other material, would be foolhardy to let his 
patient get out of bed as early as the man who keeps the wound 
supported with a few interrupted sutures. I maintain that the few 
interrupted sutures, in addition to catgut tier sutures, have an 
advantage in preventing hemorrhage into the lateral planes of the 
tissues and thus prevent the occurrence of hematoma, which helps 
to break open some of the wounds at a late period if this method 
of suture has not been employed. 

The whole subject of thrombosis and embolism following oper- 
ations is still a mystery to us. I do wish that the pathologists 
could throw some light on these questions and give us more defi- 
nite knowledge of the etiology of this accident. 

I have been much interested in all the papers of the evening, But 
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the late hour does not permit discussion of one's experiences with 
the various complications that have been mentioned. 

Dr. John B. Deaver : I have very little to say, except that I am 
sorry to notice that my friend, Dr. Noble, expresses himself in 
favor of methods which belong to the fracture-box age. I think 
Philadelphia is about the only place where the fracture-box is 
used ; elsewhere fractures are treated with plaster-of-Paris dress- 
ings. Dr. Noble speaks of keeping patients in bed for a certain 
length of time and says that he has many cases of phlebitis. Before 
I allowed my patients to get out of bed as early as now I saw an 
occasional phlebitis. Last year I saw but one femoral phlebitis. 
That was in septic appendicitis and lasted but a short time. 

I noticed what Dr. Noble said relative to the suturing of 
wounds, and I especially admire his recommendation and practice, 
overlapping the aponeurosis. I do not think there is any doubt that 
you offer better security by the overlapping of a third of an inch 
than by uniting edge to edge. 

I agree also with Dr. Noble as to the propriety of using the tier 
sutures of catgut. As he has said, some persons prefer kangaroo 
tendon, but I do not think it so advantageous. I let my patients 
out of bed in two or three days and my results have been very 
satisfactory. I have no hesitancy after operating for fibroid «to 
allow the woman to walk the following week. She will have no 
pain in the back, no eructations. In all my gallstone cases I insist 
upon the patients being active. Formerly I have seen an occa- 
sional pulmonary embolism, but I have not seen one in the last 
year. Many of the gynecological cases would not become neuras- 
thenic if they were not kept in bed for five and six weeks. In 
hearing Dr. Mitchell speak of post-operative neurasthenia, I 
thought perhaps the neurologist was responsible for the condition 
by being too late in sending the case to the surgeon to have the 
lesions removed which caused the neurasthenia. Now I believe 
the condition is largely due to the fact that patients are pampered 
and nursed too much. 

The question of gastrointestinal disturbance as brought out 
by Dr. Simpson is interesting. I have done many thousand oper- 
ations and never had a case of acute dilatation of the stomach or 
one of gastric tetany. Regarding the question of buried stumps, 
I never have time to bury stumps. I do an average of 1,400 oper- 
ations a year, last year having 2,200, and have seen no case of in- 
testinal obstruction. I can recall but one case of intestinal dis- 
turbance attributed to obstruction with the stump. Four days 
after the operation the patient began to vomit. The belly was 
opened and the small intestine was found hitched up to the right 
stump. 

These are all interesting questions that have been brought up, 
and I would like to ask my gynecological friends not to live away 
back in the dark ages any longer, but to get their patients out of 
bed earlv. 
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Dr. George M. Boyd : I would like to mention a case of rupture 
of the abdominal wound in a case operated upon for fibroid tumor. 
I used non-absorbable sutures and removed them on the ninth 
day. On the eleventh day the patient had a vomiting and cough- 
ing attack and to my surprise and chagrin I found the wound 
gaping and a large knuckle of bowel protruding. This rupture of 
the wound did not take place until the eleventh day. Prior to 
that tim.e it had been my custom to remove the sutures of the 
abdominal wound as early as the eighth or ninth day. That rup- 
ture of the incision has been a lesson to me, and to guard against 
a repetition of the accident I invariably, when through-and- 
through non-absorbable sutures are used, allow them to remain 
for a longer time. 

Dr. Noble closes : The first point with reference to Dr. Simp- 
son's paper which attracted me was his advocacy of the systematic 
waiting before operation for pelvic inflammatory trouble. In a 
general way I quite agree with him about this, and it has been the 
outcome of my own experience that this is a wise plan to follow. 
Attacking the subject from a different standpoint, I analyzed all 
the cases I had operated on for pus in the pelvis, to ascertain the 
•esults of the different methods of operating. I found that where 
the older methods were used of removing the appendages, one or 
both, there had been a mortality of 6 per cent., including the 
cases in which we had pus tubes or abscess of the ovary. When a 
hysterectomy was done the mortality was 2 per cent. If, however, 
in addition to the pus tube or abscess of the ovary there was an in- 
. traperitoneal abscess, the mortality was 25 or 30 per cent. As a 
matter of practical experience, in the older days, I was driven to 
a practice similar to that advocated by Dr. Simpson, namely, the 
more acute the inflammation, the more dangerous is the operation. 
It has been my practice for years in all the case? in which the in- 
flammation was sufficiently violent to threaten life, where we 
had abscess, to drain through the vagina and to wait until the 
acute symptoms had subsided before operating further. 

As to the exact time of operation, I have not been so systematic, 
but I am satisfied that it is far safer to operate after the germs 
are dead than when they are alive. Also, we can do better work 
if we wait until the exudate has disappeared. This avoids all ne- 
cessity for drainage and prevents post-operative sequelae. 

Dr. Simpson referred to post-operative obstruction. I have 
had a number of cases where this obstruction seemed to be due 
simply to a paretic bowel. The first one I saw was in the prac- 
tice of Dr. Boyd, following labor. The woman had twins, or 
hydramnios, at all events a very great distention of the abdomen, 
and following labor she developed obstruction of the bowels. On 
section there was no trouble in the peritoneum, but the bowel was 
paralyzed and she subsequently died. I have had several cases 
following operation in which the same thing was true ; not only 
was no peritonitis present, but a careful bacteriological examina- 
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tion showed no infection, and yet the patient died from obstruc- 
tion. I am sure death was due to the paretic bowel ; what caused 
the paralysis was not demonstrated. 

With reference to acute dilatation of the stomach, I am sure 
that in the lesser degrees of dilatation recovery often takes place, 
provided the stomach tube is used early and systematically. This 
question was first brought to my attention some years ago by 
suspecting that I had a case of obstruction of the bowel following 
operation, where I reopened the abdomen and found the entire 
abdomen filled with the stomach. By putting the stomach tube 
in with the patient on the table, the entire contents ran out into a 
bucket. The patient died because the added operation was suffi- 
cient to turn the scale against her. That case taught me the lesson 
of using the stomach tube whenever persistent vomiting, more 
especially with distention in the upper abdomen, is present. Cases 
which I used to think died of septic peritonitis now get well with 
the use of the stomach tube. 

I have been much interested in Dr. Miller's paper because this 
subject of phlebitis and embolism has interested me particularly, 
as I could never satisfy myself with an explanation of tfie 
situation. I have had my share of phlebitis and probably of em- 
bolism also. I have also been impressed with the fact that sepsis 
had little to do with it because most of the cases in my experience 
have been in non-septic patients. The operations were for non- 
septic conditions and the course of the cases not that to make one 
believe that sepsis played a role. The figures of Dr. Miller 
support that idea. While sepsis does play a role, it is a small one. 

I am hopeful that permitting patients more freedom after opera- 
tions may be of service in this direction, but I think we must wait 
before we can draw any definite deductions. I do not think we 
have any evidence at present. 

The combination of interrupted sutures with tier sutures, to 
which Dr. Norris alludes, no doubt has advantages, but I think not 
so much from the standpoint he mentions as because it tends to pre- 
vent the formation of dead spaces. I think if we study the question 
of the bursting open of non-suppurating wounds we find that it usu- 
ally occurs so late that the interrupted sutures would have been re- 
moved. The accident often occurs as late as the thirteenth day, 
and as a rule interrupted sutures have been removed prior to that 
time. While the combination has some advantages, I do not be- 
lieve it will prevent this accident, which is due to a failure of union 
rather than to the method of suture. It is due more particularly to 
some trouble with the vitality of the patient, which prevents proper 
reparative processes going on. 

Dr. Deaver has spoken of the gynecologists being in the frac- 
ture-box age. I think that if the doctor will look up the literature 
of the question he will find that just as in the past the general 
surgeons have followed the gynecologists, so in this they are fol- 
lowing the lead of a gynecologist. 



144 TRANSACTIONS OF THE SECTION ON GYNECOLOGY. 

Boldt of New York, a gynecologist, introduced, and is the chief 
apostle of the practice. Whether Dr. Deaver is. wise in following 
him or not I think we must wait for the evidence to show. Also 
I believe that, just as the general surgeons in the past have fol- 
lowed the gynecologists in good lines of technique, so they will 
follow us by covering over pedicles and spending a little more 
time in obtaining a finished technique rather than in hastening the 
ultimate minimum of time in which it is possible to hurry through 
an operation. 

Dr. Simpson, closing: I wish first to thank your society for 
the privilege of being with you this evening and, further, to add 
my testimony to the value of the method of overlapping the fascia 
brought out some years ago by Dr. Noble. The clean dissection 
of fat which permits fascia to be brought into contact with fascia 
is an extremely important feature of that method. Let me, fur- 
ther, commend the work of Dr. Tracy. The kidneys play a very 
important role after operation by eliminating post-operative poi- 
sons. They, accordingly, require very close watching. In 1898 
I made a critical study of the urine and clinical course of the 
preceding thousand patients subjected to major gynecological 
operations, my connection with these cases being as assistant or 
operator. Albumin and casts were present in 1.7 per cent, of the 
cases. Four per cent, showed evidence of transient renal insuffi- 
ciency. The prophylaxis, etiology, time of onset, sequence of 
symptoms, urinary findings, duration of disease, and specific line 
of treatment are so uniform in occurrence, and so characteristic 
as to constitute a definite disease entity. Its important bearing 
upon the result of operation entitles it to a definite name. 
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